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Editorials 


REPORT OF THE AMERICAN 
FOUNDATION 

The report of The American Foundation 
Studies in Government Surveying the Cost of 
Medical Care is now well distributed throughout 
the United States. 

Even to skim lightly through the almost 1,500 
pages of the two beautiful volumes containing 
this report may seem an onerous chore to many 
an overworked general practitioner. The aver- 
age doctor is usually too busy attending to his 

strength or postage to 
thinks about him and 


business to spare time, 
discover bee. the laity 
his profession and the way in which it is run. 

But this is a day of lay espionage of the pro- 
fessions, especially of the medical profession. 
The American Foundation Studies in Govern- 
ment (a group of patriotic and high-minded per- 
sons that calls this report “American Medicine 

Expert Testimony Out of Court”) was un- 
doubtedly motivated by the sincerest and most 
serious of aspirations when it set out to garner 
these sheaves of information. 

In the group of a dozen American citizens 
of prestige, headed by Curtis Bok as chairman, 
there was one physician, a university associate 
professor ; one president of the Board of Trustees 
of a New York infirmary for women and chil- 
dren; and a famous scientist who is director of 
an international laboratory of physics. Which 
is a much better break as to the professional 
understanding of an investigative personnel than 
medicine usually gets. Furthermore, the Ameri- 
can Foundation, at the outset, asserted that it 
was out to get information, not to give propa- 
With this shaking of hands and smoking 
alumet the program proceeded. Publica- 
this report has been achieved at great 
expense. To the casual eye the entire proceed- 
ing appears a great deal like rummaging through 
the attic to see what is in all the trunks and 
boxes, and then walking off and leaving les 
reclames spread out on the floor. It is impos- 
sible not to feel, when regarding this tremen- 
dous amount of opinion that has thus been 
strewn broadcast, as to whether everything was 


ganda. 
of the C 
tion of 
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turned out, or the most important barrels and 
boxes possibly overlooked ! 

In his foreword Mr. Bok, the chairman, re- 
marked in part: “In common with a good many 
of our countrymen, we (The American Founda- 
tion) contemplated the changing forms around 
us, wondering if it were discoverable, in meas- 
urable terms, how far and in what manner a gov- 
ernment’s capacity for service to its citizens is 
conditioned by its form.” 

The average alert doctor may be excused if 
he asks then and there, “When did lhe govern- 
ment begin lo practice medicine?” 

Mr. Bok proceeds (again in part): “All our 
contemplation of the changing world about us 
leads to the conclusion that the thing that is 
measurable, and the only thing that is really 
important, is the nature and degree of the serv- 
ice, in many fields, which governmeni, whatever 
its form, attempts to and does render to its citi- 
zens. If it could first be established what a gov- 
ernment should or could do for its citizens, then 
it would become much simpler to determine un- 
der what form of government this could most 
efficiently be done. Laying aside, therefore, 
speculation upon the significance of forms, we 
set ourselves the task of investigating the de- 
gree to which government may wisely serve its 
citizens.” 

To the picayunish auditor that statement in 
itself might seem to smack of a socialistic in- 
vestigation of life, since it seems to be far less 
interested in scientific progress than in govern- 
mental form. Further it would assume to arro- 
gate to the Government the prerogative of med- 
ical practice. Here is an excerpt from the in- 
troduction by the physician on the committee, 
Dr. Truman G. Schnabel of the faculty of the 
University of Pennsylvania. 

“In sending our inquiry in the first instance 
there was no assumption that doctors and doc- 
tors alone could solve the problem. Social scien- 
lists, economists, government administrators are 
in a position to estimate the needs of the popula- 
tion. They have certainly a contribution to 
make and with this report as a basis we contem- 
plate extending this inquiry to include it.” 

And again Dr. Schnabel: “That there is a 
general economic problem in the fact that a 
iarge number of the population is without ade- 
quate anything has been somewhat lost sight 
of by some of those whose particular interest 
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is an adequate medical care. They have given 
an unduly specific focus to a problem that is 
general.” 

We agree here with Dr. Schnabel. A truthful 
and honest straw vote would reveal far more 
persons in the United States in need of ade- 
quate food, clothing and shelter than are suffer- 
ing from lack of “adequate medical care.” Doc- 
tors are more generous than grocers. 

In its issue of April 10, 1937, the Journal of 
the American Medical Association dealt most 
diplomatically with the report. But even so, the 
review of the report was constrained to say in 
part: “The question concerning the socialization 
of scientific aids to diagnosis suggests that there 
is already among patients and physicians alike 
over-emphasis on laboratory procedure and that 
making tests easily available will increase this 
over-emphasis; that extending the facilities of 
state laboratories will be an opening wedge for 
state medicine; that the policy will not be fair 
to private laboratories and technicians, and that 
the work will not be well done and will therefore 
not improve the quality of medical care. . . State 
aid for the general care of indigent patients is 
now available in twenty states to voluntary hos- 
pitals. . . Another correspondent thinks that 
health is more important to the human being 
than the services given by the other professions 
or by industry. He does not see why medical 
men should be forced to give their services under 
government supervision when the men who rent 
insanitary tenements and the men who supply 
food and clothing are not put under similar con- 
trol.” 

In fact, this last phrase is on the lips of many 
a doctor who replied to the questionnaire. One 
staunch soul responded: “State medicine would 
be 90% state and 10% medicine.” 

This same editorial takes issue with the re- 
port’s conclusion that “There is a growing ten- 
dency in both the profession and the public to 
question why it is commendable to insure against 
the cost of hospital care but unethical to insure 
against the cost of medical care.” 

A sidelight on the psychology of the answers 
may be turned on when it is realized that of the 
physicians in the United States about 68% are 
in general practice, some 16% specialists, and 
the remaining 16% in special attention. Yet 
classifications of the answers shows some 36% 
of the correspondents quoted to be in general 
medicine and pediatrics, some 38% surgeons, 
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general and special, and 26% engaged in the 
practice of other specialties. Which changes the 
perspective on the report. ‘There were in all 
some 2,200 men replying to the questionnaire, 
and nearly every one of them wrote at least two 
letters! Jt is not a mirror of opinion of the 
general practitioner. 

As a matter of fact, by far the majority of 
those who entered into a discussion of the “doc- 
tor-patient” relation were either on the faculties 
of universities as deans or teachers or were spe- 
cialists and far from the point of view of the 
general practitioner, or the patient. 

There are almost 600 subjects propounded for 
discussion in the book, and all are more or less 
discussed. One of the strongest protagonists for 
the report, William G. Lennox of the Harvard 
University Medical School, reviewing the book 
in the “New York Herald-Tribune,” admits “The 
bulk of the discussion explores the possibilities 
of cheaper and better medical care for the self- 
supporting middle classes.” And again, “Will 
the American medical profession construct a 
working program which it will support and which 
will meet the changing needs of the times? If 
not, must government take the lead?” — 

Mrs. Ogden Reid, vice-president of the “New 
York Herald Tribune,” is one of the members of 
the governing committee of the American 
Foundation. Could this have influenced that 
reviewer ? 

One of the vital questions in the book is the 
feasibility of the installation of a Federal De- 
partment of Health. 

This, of course, has long been a moot issue. 
If there were a Secretary of Health for whom 
would he function? For the politicians who 
elected the President who would have appointed 
him? Or for the interests of the profession that 
he is sworn to defend ? 

During the Harding regime this idea was 
much bruited about. For lack of interest, prin- 
cipally on the part of the medical profession, it 
was consigned to oblivion. 

The report of the foundation certainly tried 
to give the situation of medical economics and 
the practice of medicine a thorough raking up. 

Questions presented in the questionnaire in- 
cluded these rough divisions: 1. Availability of 
medical care; 2. the objective and the respon- 
sibility of medical care; 3. proper point of gov- 
ernmental contact; 4. payment per capita capac- 
ity; 5. medical education (a) scope of curricu- 


lum, (b) limitation of students; 6. revolution 
or evolution in the system of medical education 
and practice; 7. specialization; 8. group prac- 
tice; 9. hospitalization and its relation to med- 
cial care; 10. health insurance—voluntary or 
compulsory; 11. hospital insurance; 12. group 
practice; 13. contract practice; 14. public health 
organization; 15. veterans’ administration; 16. 
experimentation—community, county and state 
and national plans; 17. state medicine; 18. lim- 
ited state medicine and private practice. 

True, the report makes no findings, draws no 
conclusions. It sets forth merely a resumé and 
an abridgement of the replies it had received to 
its widespread but not blanket “straw vote.” 
Were the medical profession not assured that 
the questionnaire was undertaken entirely with- 
out bias it would be hard to keep from creeping 
into the mind remembrance of the Shakespear- 
ean comment—“Me-thinks the lady doth pro- 
test too much.” Certain it is that the report, 
when placed upon the desks of many a medical 
man, will make him feel like the small boy set 
loose in a candy shop of size and consequence. 
This report will be the first information many 
a medical man will have had that there are so 
many things in doubt or could be in doubt as to 
the feasance of medical practice. 

Ksther Everett Lape, the able member in 
charge of the questionnaire, followed up the re- 
port by a resumé of it released to various pub- 
lications and in which at the outset she remarked : 

“The report makes no recommendations; but 
in quotations from thousands of singularly sin- 
cere and spontaneous statements it analyzes pro- 
foundly and without reserve the whole structure 
of American medicine, presenting the whole. pic- 
ture, including, as one doctor puts it, the back 
of the house as well as the front. Many of the 
questions raised have immediate interest for the 
layman, The questions are rather discussed than 
answered. Or rather for each question there are 
various answers. With the alternatives before 
him, the reader can weigh and choose.” 

Tn the above paragraph the italics are ours. It 
is odd to the mind of this editor that, since there 
is such a positive inadequacy of food, shelter and 
clothing among our millions of population, The 
American Foundation should have chosen the pro- 
fession of medicine rather than the dairy, or the 
bakery, or the canning, or the packing, or the 
shoe, or building industry to “point the moral 
to adorn the tale.” 
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‘True, there was a group of 134 medical men 
associated in a “Medical Advisory Committee” 
for this report. True, they are all sincere and, 
in many instances, eminent men. ‘There were, 
however, a considerable proportion of them ad- 
mittedly “revolutionary” in their attitude toward 
medicine, and of this group more than one is 
rather inclined to smile with socialism in medi- 
cine as vested in practice under the aegis of 
“State.” 

This review, sent out by the committee and 
for general publication is very honest in its re- 
port of the findings of the physicians. For ex- 
ample, interesting citations from this review in- 
clude: 

“J, Better medicine, say the doctors, is more 
important than better distribution and lower 
' 9 /: j 16 ot) ’ 
costs. 2. The section on medical education con- 
cludes with a discussion of the present state 
licensing laws. The desirability of higher and 
uniform standards for licensure is set forth with 
a great deal of conviction. The present licensing 
provisions are rather generally characterized as 
too uneven and too broad. One group would 
recommend federa) licensure—if constitutional 


obstacles could be surmounted. One group would 


have provisional licensure, making it necessary 


for practitioners to take re-examinations or other- 


wise demonstrate every five vears or so that they 
have developed their ability and are competent 
in the practice of a rapidly developing science. 
. » There is discussion of the practicability and 
value of having in every state a “basic science 
law” which would at least require every kind of 
practitioner of the healing art, whatever his cult, 
to demonstrate a certain amount of knowledge of 
the, human body before permitting him to prac- 
tice his particular brand of therapy. 3. The 
reply to the question as to whether there are 
too many specialists would seem to be: there 
are too many poor specialists and not enough 
good ones. 4 The focal points in good group 
organization are stressed—clarity in financial ar- 


rangements; co-operation among the doctors 
within and without the group; the presence of 
an “integrator”; flexible spirit and procedure, 
periodic review and professional analysis of the 
group work. 5. The question is raised whether 
the closer organization of hospital staffs and de- 
velopment of their group functioning and the 
drawing in of more practitioners into connection 
with hospital work may not mean that the real 


development of the future will be the hospital 
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group rather than the independent group organ- 
ization or the “commercial” group of the present. 
6. This chapter, called “The Place of the Hos- 
pital,” refers to the progressive development by 
which the hospital has become the center of both 
medical practice and medical education. . 

Finally, the place of the hospital in medical edu- 
cation is indicated, and—potentially at least—ip 
medical research. 7%. Co-operation between the 
federal and state public health agencies under the 
Social Security Act is discussed and also provi- 
sion for public health training under the Social 
Security Act. One of the points of greater inter. 
est discussed in this chapter is the relation, both 
traditional and potentional, between the public 
health organization and the private practice of 
medicine. Attention is called to a larger and 
more creative dealing with preventive medicine 
in the medical schools. 8. Under “State, County 
and Community Plans for Providing Medical 
Service” there is a summary of experiments made 
of late years to meet the needs of the indigent 
and low income groups by various types of co- 
operative plans, sometimes between the govern- 
ment and the medical profession; sometimes 
between the medical profession and social agen- 
cies and sometimes by the medical profession 
alone. The ways of paying, a number of com- 
mentators point out, will not create the means. 
9. “Dhe state medicine deals 
with state 


ing sense—i. e., 


chapter on 
medicine in the thorough-go- 
government paid and controlled 
doctors. The views in favor of state medi- 
cine in this sense rest on the premises that 
there can be no real distinction between public 
health and private health; that abuses in the 
present system such as fee-splitting can be rem- 
edied only by state medicine; that state medi- 
cine, whether desirable or not, is coming. The 
views opposing state medicine object to social- 
izing medicine in an otherwise capitalistic sys- 
tem; express fear of political control; express 
distrust of governmental efficiency; fear jeopar- 
dizing research and destroying the doctor-patient 
relation. State medicine in Sweden is briefly) 
touched upon. 10. As to the chapter on “Health 
Insurance,” in it general objections include the 
feeling that it always has a demoralizing effect 
upon patients and on doctors, too . . . that it is 
not suited to American institutions and that if 
offers no help to the indigent, the care of whom 
constitutes a grave part of the present need. In 
the more concrete discussion objections to health 
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insurance include its assumed deteriorating effect 
on the quality of medical care, its limited cover- 
age and its cost. . . Few seem to feel that vol- 
untary insurance furnishes a sufficient answer to 
present difficulties, since it is admitted that those 
most in need of insurance either will not arrange 
to take it or cannot pay the premiums. Of 
course, the moot question of including medical 
care in the insurance arrangement recurs in the 
reference to some of the above points and 
throughout the discussion generally. This sec- 
tion concludes with a discussion of contract prac- 
tice, a statement of the arguments for and 
against industrial group medicine and illustra- 
tions of various forms of industrial group medi- 
cine and of contract practice. 

11. The chapter on “Limited State Medicine 
and Private Practice” assembles the proposals 
that appear in this correspondence for a further 
extension of government authority and govern- 
ment funds in the promotion of public health and 
the provision of medical services, integrated with 
the private practice of medicine. The point of 
view most generally behind these proposals is 
that increased participation of government by 
evolutionary process is inevitable and desirable. 
The development of the public health services, 
federal, state and local, is regarded as an out- 
standing possibility in the search for solution of 
present problems. A Federal Department of 
Health is frequently proposed as justified under 
the present powers and degree of function of the 
federal government in matters of health; and as 
imperative with the proposed increases in this 
functioning indicated by the present appropria- 
tions of the Social Security Act, and by such pro- 
posals as federal grants-in-aid for the care of 
the indigent sick, mentioned above. There is a 
passing reference to the possibility of interpret- 
ing (presumably by constitutional amendment) 
the general welfare clause of the Constitution to 
enable the federal government to establish a na- 
tional health authority. If this is not done, even 
under the present constitutional limitations, the 
federal grants-in-aid principle, as already in- 
voked by the Social Security Act, provides room 
for the evolutionary development of federal 
health functioning. The use of direct tax funds 
for hospital is discussed; also the possibility of 
extending the facilities of tax supported lab- 
oratories in order that the scientific aids to all 
diagnosis may be available to practitioners gen- 
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erally, and therefore to patients of all grades of 
income at prices they can pay, and free to the 
indigent.” 

Reading over the conclusions drawn by the 
committee itself as hinted at in this official 
resumé of its work as sent forth by Esther Ev- 
erett Lape, the wind would seem to be setting in 
from a rather untoward quarter so far as ethical 
medical men are concerned. Without intimating 
for an instant that the American Foundation 
failed to act in good faith, to practitioners of 
years’ standing and to medical economists and 
prophets who have been keeping a weather eye 
alert and a keen ear to the ground, this report 
would seem to be open to the eternal question as 
to the truth or fallacy of a “straw vote.” 

Compared with the excerpts from the founda- 
tion’s review as set forth above, it is interesting 
to note that the Journal of the American Medical 
Association, in its editorial comment on the re- 
port, remarked : 

“Tf there is one factor that comes out more 
obviously from this report than any other, it is 
the unlikelihood that sickness insurance, either 
voluntary or compulsory, will answer the problem 
of medical care suitably for the people of the 
United States... A time may come when some 
existing proportions may be reversed and when 
the nation will spend $4,000,000,000 on preven- 
tive medicine and $100,000,000 on dole.” 

Just as a reminder we list the members of the 
governing committee of the American Founda- 
tion Studies in Government as they were given 
to us: Curtis Bok, chairman; Esther Everett 
Lape, member in charge; Hugh L. Cooper, con- 
sulting engineer; Thomas W. Lamont, J. P. 
Morgan & Co.; Robert A. Millikan, director Nor- 
man Bridge Laboratory of Physics, California 
Institute of Technology ; James D. Mooney, pres- 
ident General Motors Export Co.; Roscoe Pound, 
dean Harvard School of Law; Mrs. Ogden Reid, 
vice president New York Herald-Tribune; Elihu 
Root, former Secretary of State (deceased) ; Wil- 
liam Scarlett, Protestant Episcopal Bishop of 
Missouri; Truman G. Schnabel, M. D., Associate 
Professor of Medicine, University of Pennsyl- 
vania; Mrs. F. A. Vanderlip, president board of 
trustees, New York Infirmary for Women and 
Children; John G. Winaut, former Governor of 
New Hampshire. Elizabeth F. Read was direc- 
tor of research. 

The report is a mighty endeavor to find out 
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what is what in medicine. A vast amount of 
labor and thought has gone into its preparation. 
But may we inquire again .. “WHY MEDI- 
CINE MORE THAN ANY OTHER HUMAN 
NEED? THERE ARE MORE HUNGRY 
MEN WALKING THE STREETS THAN 
THERE ARE SICK MEN. HOSPITALS AND 
PHYSICIANS’ LEDGERS ARE THICK 
WITH CHARITY PATIENTS. WHY MEDI- 
CINE?” 





DEATH OF VENERABLE PRAC- 
TITIONER 


Dr. COLEMAN OF CANTON SUCCUMBS 


The flag of the confraternity flew at half mast 
again with the passing March 31, 1937, at Can- 
ton, Illinois, of Dr. James Edmund Coleman. 

For fifty-three years Dr. Coleman had prac- 
ticed medicine. He died “in harness” following 
an emergency appendectomy. On February 28, 
1937, Dr. Coleman celebrated his seventy-fourth 
birthday anniversary. He was born on a farm 


several miles southwest of Canton just as the 
smoke of the War of the Rebellion (1861-65) 
was dying away. 

During the World War Dr. Coleman served 


as a volunteer in the American Medical Corps. 
He was an honorary member of the Society of 
the Veterans of the Foreign Wars, and a mem- 
ber of the First Aid Staff of the American Red 
Cross. For fifty-three years this able, philan- 
thropic, cultured man had ranked high in the 
Masonic Order. His surviving son is also a phy- 
sician—Dr. Everett Coleman. A brother—C. B. 
Coleman; a sister, Mrs. G. W. L. Meeker; a 
niece, Miss Carrie Coleman, and two grand- 
children, Eleanor and Louise Coleman, also sur- 
vive. Mrs. James Edmund Coleman, who was 
Miss Nettie Moore Porter, died January 31, 1929, 
Her marriage to Dr. Coleman had taken place 
September 27, 1887. 

The late Dr. Coleman was every inch a gen- 
eral practitioner in that he not only attended to 
a large and loving practice but he took an active 
part in the civic, cultural and educational life 
of his native town, which he never forsook for 
any length of time, although he had a license 
to practice medicine in California as well as in 
Tllinois. 

He had been president of the Board of Edu- 
eation of Canton, and to the last kept a finger 
in its affairs. He was a fanatic on the subject 
of parks. Establishment of Big Creek Park in 
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Canton was due largely to his efforts. Every 
Christmas time Dr. Coleman headed the move- 
ment to bring a community celebration to Can- 
ton, though he was himself in every sense of the 
word a “year “round Santa Claus.” 

One of the most consistent things about Dr, 
Coleman was his firm belief in the need for and 
the efficacy of medical organization, both for the 
good of the individual physician and for the pro- 
fession itself, and in behalf of science, he was 
“an organization man.” He was a Fellow in 
both the American College of Physicians and 
Surgeons and in the American Medical Associ- 
ation, as well as a member of the Interstate 
Medical Society; of the Illinois State Medical 
Society and both a member and past president 
of, respectively, the Fulton County and the Med- 
ical Tract Medical Societies and the Canton 
Physicians’ Club, of which last named group he 
had been a charter member. 

Though he had passed his “three score years 
and ten” Dr. Coleman possessed a virility and 
sagacity of mind, and depth of vision, and keen- 
ness of perspective that were the envy of his 
junior confreres. He was strictly an Illinoisan. 
Following his graduation from Canton High 
School he became a student at Rush Medical 
School, from which he was graduated in 1884. 
Primarily a surgeon, yet he was one of the pio- 
neers in x-ray work, which was not surprising, 
for Dr. Coleman was the son of pioneer parents 
—Sarah Jane Beard Coleman and Ezra Poole 
Joleman, who were among the early settlers in 
Fulton County. 

All of the hardships of a pioneer lad and of 
a pioneer physician were experienced by Dr. 
Coleman. At the outset he belonged to, and 
worked in. the era when anesthesia was in its 
swaddling clothes; a kitchen table often the oper- 
ating table; and even the telephone was not the 
vade mecum of the doctor’s life that it is today. 
His customary early morning summons came by 
messenger. Saddlebags had not been retired and 
the young medic might as frequently attend his 
clientele on horseback as in the favored doctor's 
gig! Not for him in those trying days the com- 
forts of a luxurious automobile ! 

Dr. Coleman’s avocation was the study of his- 
tory. He held a facile pen through which he 
turned out much literature of merit. Aside from 
considerable scientific output, perhaps his best 
known work was a human interest anthology en- 
titled “Canton, Illinois,” for always home came 
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first. His was not the spirit of the wanderer. 
And “home” to him meant not only his own 
fireside and his own flesh and blood, but the whole 
immediate country in which his forebears had 
settled and which he himself had enjoyed as a 
boy and served to the last iota as a man and a 
physician. 
THE 1937 ANNUAL MEETING 

The 1937 Annual Meeting held in Peoria on 
May 18, 19, 20, was one of the most successful 
meetings in the history of the Illinois State 
Medical Society. The attendance was large even 
though the weather was unfavorable on the first 
day. The Scientific Programs were unusually 
attractive and were well attended at all sessions. 

On Tuesday Morning, May 18, the Pediatri- 
cians, for their meeting, had a symposium on the 
subject of Pneumonia in Children. The attend- 
ance was the largest that has attended this spe- 
cial meeting since it was developed a few years 
ago. 

The Obstetricians and Gynecologists had a 
well balanced program with a fine attendance, 
showing the increasing popularity of this gather- 
ing each year. 

The Central States Society of Industrial Medi- 
cine and Surgery with Dr. George Staben of 
Springfield as President, and Dr. Frank P. Ham- 
mond of Chicago as Secretary, had a well at- 
tended meeting on Tuesday morning which was 
of interest to all physicians doing industrial 
work, 

The Oration in Medicine was delivered by Dr. 
Virgil E. Simpson of Louisville, Kentucky, and 
a large audience was well pleased with this 
presentation. Dr. Vilray P. Blair of St. Louis, 
Missouri, delivered the Oration in Surgery with 
the subject “Treatment of Injuries of the Face 
” which was a part of the symposium 
on “Treatment of Acute Injuries” featured in 
the Section on Surgery program. Dr. Blair 
gave an illustrated talk on this subject to a large 
and highly appreciative audience. 

The usual Thursday morning joint session of 
the five scientifie sections was held with a pro- 
gram made up of members of each of these sec- 
tions. A large attendance showed their appre- 
ciation of this unusual arrangement. On Wednes- 
ay morning the Sections on Medicine, Surgery 
and Radiology joined for an interesting pro- 
gram, 


and Jaws, 
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- The President’s Dinner on Wednesday was 
one of the finest functions of this character in 
the history of the Society. The large Ball Room 
of the Hotel Pere Marquette was filled with hun- 
dreds of members and guests desiring to pay 
their tribute to the retiring President. 

The two meetings of the House of Delegates 
were well attended, and much business was 
transacted during the sessions. On Thursday 
morning at the closing session, the following were 
elected by the House: 

President-Elect, Samuel E. Munson, Spring- 
field. 

First Vice-President, E. C. Kelly, Peoria. 

Second Vice-President, T. D. Doan, Palmyra. 

Secretary, Harold M. Camp, Monmouth. 

Treasurer, A. J. Markley, Belvidere. 


Members of the Council 
Third District......... .< John S. Nagel, Chicago 
Fourth District E. P. Coleman, Canton 
Fifth District Ralph P. Peairs, Normal 
Seventh District......... I. H. Neece, Decatur 
Eighth District EK. C. Wilkinson, Danville 

Delegates to American Medical Association— 
Charles B. Reed, Chicago; Charles S. Skaggs, 
East St. Louis; W. E. Kittler, Rochelle; C. E. 
Wilkinson, Danville. 

Alternate Delegates to American Medical As- 
sociation—Frank L. Brown, Chicago; E. P. 
Coleman, Canton; E. H. Weld, Rockford; C. W. 
Carter, Clinton; T. B. Williamson, Mt. Vernon 
(for one year to succeed R. J. Coultas, deceased.) 


Committees 

Committee on Public Relations—W. S. 
Bougher, Chicago; Fred H. Muller, Chicago; H. 
W. Woodruff, Joliet. 

Committee on Medical Legislation—John R. 
Neal, Springfield; M. J. Hubeny, Chicago; 
Mather Pfeiffenberger, Alton. 

Medico-Legal Committee (for three years)— 
A. H. Geiger, Chicago; R. O. Hawthorne, Kan- 
kakee. 

Committee on Medical Education and Hos- 
pitals—N. S. Davis, ITI, Chicago; W. R. Mar- 
shall, Clinton; H..O. Munson, Rushville. 

Committee on Relations to Public Health Ad- 
ministration—E. H. Blair, Chicago; Andrew 
Gansevoort, Chicago; Thomas Meany, Chicago: 
Bernard Klein, Joliet; L. O. Frech, Decatur. 

The House of Delegates voted unanimously to 
hold the 1938 meeting in Springfield, the exact 
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date for the meeting to be selected by the 
Council. 

The Scientific Exhibits Committee announced 
the following Awards for the best exhibits in the 
three general classes: 

THE REWARDS 

The Scientific Exhibits Committee reported 
the following awards: 

CLASS I 

Silver Medal: Paul Starr and R. W. Rawson: “The 
Thyrotropic Hormone of the Anterior Pituitary Gland. 
Bio-Assay by Graphic Analysis of Hyperplasia in the 
Guinea-pig Thyroid.” 

Bronze Medal: O. H. Robertson, W. D. Sutliff and 
John P. Fox: “The Lesion of Lobar Pneumonia: A 
Clinical and Experimental Study.” 

Certificates of Merit: Perry J. Melnick and Albert 
Bachem: “Histology of Irradiated Tumors.” 

Henry C, Sweany: “The Chemistry and Pathology 
of Pneumoconiosis.” 

C. H, Drenckhahn and Cesare Gianturco: The Use 
of Perirenal Air Injections in the Diagnosis of Certain 
Adrenal Diseases.” 

CLASS II 

Silver Medal; Harold D. Palmer: “Pathology.” . 

Bronse Medal: Sidney O. Levinson, Elizabeth Pen- 
radocke, Albert M. Wolf: “Human Convalescent Serum 

Preparation, Administration and -Evaluation in Scar- 
let Hever, Measles and Poliomyelitis.” 

Certificate of Merit: Milton G. 


Pathologic Correlation.” 


Johrod: “Clinico- 


CLASS II 

Silver Medal: State of Illinois, Department of Public 
Health. Hon Henry Horner, Governor; Frank J. 
Jirka, Director. “Research Studies in Morbidity, Mor- 
tality and Public Health Organization.” 

Bronse Medal: Fred M. ¥. Meixner, the Illinois and 
Peoria County Tuberculosis Associations. “Pathology 
of Tuberclosis and Tuberculin Testing. Technique of 
Diagnosis in Youth.” 

Certificates of Merit: Chicago Heart Association, 
Gertrude Howe Britton, Executive Secretary: “The 
Prevention and Relief of Heart Disease.” Harold Hill. 

Certificates of Merit: The State of Illinois, Depart- 
ment of Public Health. The Illinois State Medical 
Society. “The Illinois Educational Program in Ma- 


ternal and Child Hygiene.” 


TESTIMONIAL DINNER TO DR. 
CHARLES B. REED 


The staff of Wesley Memorial Hospital and 
friends of Dr. Charles B. Reed are giving a 
testimonial dinner in honor of his fiftieth year 
devoted to the Practice of Medicine, to be held 
Wednesday evening, June 23, 1987, at seven 
o'clock at the Union League Club. 

Dr. Reed is a past president of the Chicago 
Medical Society, also a past president of the 
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Illinois State Medical Society and at present 
a member of the Council of the Illinois State 
Medical Society. 





EFFECTS OF VERY EARLY SERUM TREAT. 
MENT IN PENUMOCOCCUS TYPE I 
PNEUMONIA 


In order to determine more accurately the effects of 
very early serum treatment, Russell L. Cecil, New York 
(Journal A. M. A., Feb. 27, 1937), has collected a 
series of 160 cases of type I pneumonia in which con- 
centrated type I serum was administered during the 
first twenty-four hours of the disease. There were 
eight deaths, a mortality rate of only 5 per cent, one- 
third the death rate for all serum-treated cases, one- 
sixth the standard death rate for non-serum treated 
cases. Physicians who are interested in public health 
can now visualize the ultimate control of pneumonia, 
for there is every reason to believe that what has al- 
ready been accomplished with type I serum can be 
achieved with the other types as well. When patients 
with pneumococcus type | pneumonia are treated very 
early with homologous serum, the following phenomena 
are usually observed: 1. The disease may be completely 
aborted, the temperature and the pulse and respiration 
rate dropping to normal within twelve to twenty-four 
hours after the administration of serum. 2. There is 
striking improvement in the patient’s general condition, 
as the result of the disappearance of toxemia. 3. Early 
serum treatment prevents the spread of infection from 
one lobe to another and even limits the area of infection 
in the lobe primarily infected. 4. Bacteremia is pre- 
vented or, if already present, is quickly checked. 5. The 
leukocytes rapidly return to normal. 6. Homologous 
agglutinins, precipitins and protective bodies promptly 
make their appearance in the circulating blood. 7. Skin 
tests become positive to the homologous polysaccharide. 


Drafts do not cause colds. Colds are definitely 
caused by infection from another person. Disease does 
not float about in drafts. Bacteria in minute droplets 
of moisture issuing from human beings in crowded 
places can infect persons within.a distance of five feet 
or more during conversation, or when coughing or 
sneezing. 

Discoveries which led to an understanding of how 
colds and other diseases are carried by bacteria from 
one person to another were made by Louis Pasteur, a 
French chemist. 


SOCIALIZED MEDICINE 


The proponents of socialized medicine have based 
their arugments on the false premise that there is 4 
lack of available medical care. Defenders of organized 
medicine, thus deftly drawn into an absurd argument, 
have expended useless efforts in denouncing an obvious 
fallacy. Such discussions have done much to obscure 
the crux of the issue—the question of how good medical 
care can best be provided. Quantity versus quality. Not 
niany pills, but the right ones! 

—Detroit Medical News. 
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EDITORIALS 


MEDICAL ECONOMICS 


W. M. Hartman, M. D. 
E, P. Coleman, M. D. 
John R. Neal, M. D. 
Ralph Peairs, M. D. 
P. H. Kreuscher, M. D. 
C. E. Wilkinson, M. D. 


Edited by the Committee on Medical Economics 
of the 


Illinois State Medical Society 


Kankakee, Illinois Cc. 


H. M. Camp, M. D. 
R. L. Green, M. D. 
I. H. Neece, M. D. 


; : ; R. K. Packard, M. D. 
E. S. Hamilton M. D., Chairman C. B. Reed, M. D. 
S. 


Skaggs, M. D. 


Address all letters and communications to the Chairman. 


‘lo those interested in the subject of medical 
economics the annual meeting of the Illinois 
State Medical Society held last month in Peoria 
was particularly encouraging. Not only did the 
rank and file of the membership show the great- 
est interest in the subject up to this time, but, 
in addition, definite action was started which 
should react to the good of the medical profession 
of both the state of Illinois and the nation. 

Probably the most important decision was to 
raise the dues for the year of 1938, three dollars. 
ven with this raise, the annual dues of the Illi- 
nois State Medical Society are as low as any 
other in the country and much lower than the 
majority. The imminence of a concerted at- 
tempt to start State Medicine in this country 
should have been brought home to every man 
in Illinois, by the fact that within the last month 
a bill has been introduced in the legislature of 
our neighbor to the north, Wisconsin, to make 
state medicine available to every man in the 
state. In addition, reformers promise that the 
abridged Epstein Bill will be introduced into 
the legislature of every state in the country as 
last as possible and that every attempt would 
be made to pass the same. To properly combat 
this attempt it will be necessary for organized 
medicine of this and every state to make use of 
every possible method of educating the citizens of 
the state as to the actual facts in regard to State 
Medicine, with particular emphasis on the dan- 
gers inherent to State Medicine. This will cost 
the medicial profession greatly both in time and 
energy as well as money. The methods in use in 
New York State should be studied and used as 
an example of a most successful method. If it 
is necessary to alter the plan in use there to fit 
it to Illinois, we should be financially able to 
lo so. In New York all parts of the state are 
supplied weekly with current medical informa- 
tion. This is distributed through the newspa- 
pers. ‘To do this it is necessary to have the ma- 


terial prepared by a newspaper man so as to 
make it acceptable to the editors and at the same 
time have it interestingly enough presented to 
arrest the attention of the reading public. This 
is an additional expense that must be borne by 
organized medicine. In addition in the state 
of New York, prepared speeches are made avail- 
able to the members of the medical profession 
interested in and willing to aid in the education 
of the public along economic lines. Again, this 
is best done through the aid of a trained writer 
and publicist, who can either prepare the talks 
himself from prepared data or edit talks made by 
different members of the profession, and make 
them available to all men, willing and able to 
use them. In addition, these talks can be ab- 
stracted so that any part of them can be used 
either in a talk or for use by the press in report- 
ing talks by the medical profession. This all 
requires money, which will be available when 
the increased dues begin to come in. 

For the first time this year there was talk of 
special meeting for the Secretaries, at a time 
other than the annual meeting. This is most 
encouraging for it shows that there is a realiza 
tion that something should be done to both train 
and help the Secretary in his work. For a real 
secretary makes a county society, just the same 
as it does a state society. It is a difficult job 
for a young man to take over the work of a sec- 
retary with little or no instruction and usually 
no help by their predecessors. If the State Med- 
ical Society can help these men by holding a 
one day meeting some time early in the year. 
so that the incoming secretary can receive both 
real help and enthusiastic support, it is their 
duty to do so. Too often, the job is wished on 
a new man, who previously knows nothing about 
the work and often he feels it his duty to accept 
even though he feels that he has been selected 
because nobody else wants the job. If the new 
man has the necessary time and enthusiasm he 
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will probably make a success of his new job, un- 
less early criticism discourages him. The state 
society should realize its obligation to its local 
representatives. To be sure the idea was de- 


feated this year, but that is not surprising for 
few people have considered this need and little 
time was given to the discussion of the subject. 
We feel sure that another year will convince 
many more physicians of the advisability of this 


idea. 

The election of new officers will result in the 
formation of new committees both in and out of 
the Council. Those in the Council will be an- 
nounced by the new Chairman, Dr. E. P. Cole- 
So this is the last report of the outgoing 
Committee. We realize that we have not accom- 
plished nearly as much as we should. However, 
if we have made some of you think about our 
economic problems, our labors have not been in 
vain. And from talks with members of the so- 
ciety at Peoria we feel that an ever increasing 
number of the physicians of the state are read- 
ing the column and becoming interested in our 
problems. No longer do they look upon all those 
who have been interested in the subject the past 
few years as long haired reformers, but rather 
as fellow physicians who have been trying to 
carry a message to the profession, which until 
recently had been too busy with other problems 
of medicine to take the time to study this one. 
Members of the Committee have given freely of 
their time without thought as to recompense or 
credit. The Chairman of the Committee wishes 
to thank each and every one for their whole- 
hearted support and assistance in making this 
column as successful as it has been. He hopes 
that his successor will receive that same coop- 
eration from the new committee and increased 
interest from the medical profession of the state. 


man. 


Real cooperation and support will greatly in- 
crease the scope of its influence and result in 
accomplishments of good to the medical profes- 
sion not as yet dreamed of. 

EK. S. Hamilton, 


Correspondence 


Springfield, Ill., April 30, 1937. 
DIPHTHERIA IMMUNIZATION 
To the Editor: The activities of detail men 
in their efforts to sell alum precipitated diph- 
theria toxoid to physicians, one injection of 
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which has been claimed to be adequate for bring- 
ing about immunity to diphtheria, has been at- 
tracting the attention of the Illinois Department 
of Public Health within recent months. Al- 
though we favor the reduction of the number of 
injections required in protecting human beings 
against communicable diseases, we do not feel 
that one dose of alum precipitated toxoid is 
adequate for the purpose intended. In order 
that human beings be adequately protected 
against diphtheria, a sufficient number of injec- 
tions should be made to stimulate the develop- 
ment of a reasonable amount of circulating diph- 
theria antitoxin in the blood. It has been found 
by several investigators, among whom are Fraser 
and McKinnon (Canadian Journal of Public 
Health), and Pansing and Shaffer (American 
Journal of Public Health), that an adequate 
diphtheria antitoxin level is not maintained fol- 
lowing one injection of alum precipitated toxoid. 
Comparisons made between plain toxoid and 
alum precipitated toxoid by members of the per- 
sonnel of this Department have resulted in sim- 
ilar observations. 

Because of these discoveries, the Illinois De- 
partment of Public Health now recommends the 
employment of three doses of 1 ec. each of plain 
diphtheria toxoid, with an interval of three weeks 
intervening between each injection. Or two 
doses of 1 cc. each of alum precipitated toxoid, 
with an interval of three weeks intervening be- 
tween injections. If these recommendations are 
followed, the diphtheria antitoxin level will be 
raised to a point sufficient to insure protection 
for a long period of time. It is deemed advisable 
not to administer toxoid to children at six 
months of age, as was formerly recommended, 
but to wait until they reach the age of nine 
months. 

Inasmuch as the majority of children under 
ten years of age are susceptible to diphtheria, it 
is advised that all children up to that age be 
given injections of toxoid without a preliminary 
Schick Test. However, a follow-up Schick Test 
should be performed six months following the 
last injection of toxoid in every instance, in 
order to find the one child in ten who does not 
develop immunity to diphtheria following the 
standard procedures. Some physicians perform 
Schick Tests in a shorter time, but the six month 
interval is considered to be most satisfactory. 
Positive reactors discovered at this time should 
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receive additional injections of toxoid in order 
that they have adequate protection against this 
dreaded disease. Large numbers of children in 
this state have already been protected against 
diphtheria, but the 644 new cases already this 
year indicate that large numbers of children have 
not yet been immunized. It is primarily the re- 
sponsibility of the family physician to advise 
and educate parents as to the need and value 
of diphtheria immunization for their children. 
Plain diphtheria toxoid, alum precipitated 
toxoid, and diphtheria toxin for performing 
Schick 'Tests are available to physicians free of 
local cost from the Illinois Department of Public 
Health for their convenience in carrying out 
diphtheria immunization. 
Dr. Frank J. Jirka, 
Director, State Dept. of Public Health. 





Chicago, III. 
WANTED 
A Toratty Drar-BLIND CHILD 


To the Editor: Some one totally deaf and 
totally blind child who is a citizen of Illinois, 
preferably a child who has been totally deaf- 
blind since birth, irrespective of age if between 
infancy and fourteen years, is desired for special 
training and education by Prof. Robert H. Gault 
and Staff of the Psychology Department of 
Northwestern University, Evanston. 

If any member of the Illinois Medical Society 
has in his practice such a child he is invited to 
write directly to Prof. Gault. 

Such a child will be placed in a private home 
at no expense to his or her parents should they 
be unable to contribute to the child’s mainte- 
hance, will have pediatric and neurological su- 
pervision, and will be taught by the finger-tip- 
vibration-perception method and also taught lip 
reading and later Braille. For these, the ex- 
penses are provided. 

This is a wonderful opportunity for some 
doubly handicapped child, handicaps which to 
date only Helen Keller has overcome. Scientific 
methods worked out recently may not only help 
this new case but it is hoped will be of future 
value in many deaf children especially if they 
ire also handicapped by blindness. 


I have kept in touch with the work now being 
(lone in that psychological laboratory and am 
very well pleased with the personnel and the 
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methods and the care they give the children on 
whom the preliminary work has been done. 
H. 8. Hulbert, M. D., 
30 No. Michigan Ave. 





A SIMPLE METHOD TO MAKE SPINAL 
PUNCTURE EASY 

I believe the only reason spinal puncture is 
sometimes difficult is because the needle does 
not enter in a perfectly true line from the skin 
on through the deep tough fascia 

A slender needle deviates enough to miss the 
spinal canal. The spinal guide now on the 
market overcome this, provided we are able to 
insert that perfectly true. The point will devi- 
ate, and it requires considerable practice and 
skill to keep the point directed exactly toward 
the spinal canal, because the knurled stub is too 
short to guide it with the finger. 

[ have found a simple method, that requires 
no more skill than a vein puncture, and so far 
as I am aware has never been suggested before. 

Simply this:—A short 16 gauge needle of 
ordinary type, one inch, or one and one-fourth 
inch long, is used for the spinal needle guide. 

A 16 gauge needle will take a 20 gauge spinal 
needle. 

The guide needle is inserted attached to an 
ordinary hypodermic syringe. 

The syringe acts as a handle and gives you the 
positive direction of the guide point, which is 
the secret of the whole procedure. After the 
guide is inserted the syringe shows it is exactly 
at a right angle to the canal. 

Then detach syringe and insert spinal needle. 


F. T. Brenner, M. D. 





EDUCATIONAL COMMITTEE 
Report for April and May, 1937 
DO YOU KNOW— 

That the Educational Committee has been supplying 
85 newspapers with a weekly editorial relating to 
problems confronting medicine and the public? That, 
in addition to these newspapers, the Committee is sup- 
plying daily, weekly or monthly health columns to about 
200 Illinois newspapers? 

DO YOU KNOW— 

That the Educational Committee during the last two 
months supplied programs for 88 lay organizations 
and that 16 of the talks were on the subject of 
SYPHILIS? 

That the audiences ranged from 50 to 2,500 lay 
persons ? 
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That the Committee scheduled talks on MIC DICAL 
PROBLEMS AND THE PUBLIC for the follow 
ing groups during April and May: Optimists, Amert- 
can, Kiwanis Clubs of Peoria; Woman’s Auxiliary of 
St. Clair County and the Irving Park Branch of the 
Chicago Medical Society; Kiwanis Club of LaGrange; 
Forum of several hundred students at the Austin High 
School, Chicago; Parent Teacher Association of Silvis; 
Y. M. C. A. of Hyde Park, Woman’s Club of Arm- 
strong < 

hat the Committee was requested to schedule doc- 
tors to address two important sessions of the Illinois 
Congress of Parents and Teachers Annual Meeting 
each attended by several hundred women from all sec- 


tions of Lllinois ? 


DO YOU KNOW— 

That 35 radio talks were given over Chicago sta- 
tions and that copies of talks were furnished down 
state counties for local use 

That 3 radio programs were given in Peoria during 
the Annual Meeting? 


KNOW 


90 Scientific programs were arranged for county 


DO YOU 


inedical societies through the Scientific Service Com- 
mittee—these included post-graduate lectures on obstet- 


rics and pediatrics ? 


DO YOU KNOW 

1,900 articles were sent to Illinois public libraries, 
Home Bureau Advisers, WPA leaders? The material 
included the editorial articles going out to the 85 news- 
papers. 
DO YOU KNOW 

hat contact was made with every county medical 
society and every Summer Round-Up Chairman in re- 
gard to the Summer Round-Up or Preschool Exam- 
inations sponsored by the Parent Teacher Associations ? 


DO YOU KNOW 

That the Committee has kept in touch with the Ma- 
ternal Welfare Committee and that meetings have been 
held to discuss the post-graduate courses being given 
in the state and that ‘steps are being taken to rectify 


inistakes made in the first courses? 


DO YOU KNOW 

That in its individual service to county medical 
cieties, the following assistance was given: 

v00 notices sent out for LaSalle. 

200 notices sent out for Lee & Whiteside. 

87 notices sent out for Bureau. 

290 notices sent out for Randolph. 

240 notices sent out for Effingham. 

154 notices sent out for Franklin. 

186 notices sent out for Henry. 

137 notices sent out for Perry. 

2 Notices sent out for )Jefierson-Hamilton, 

Chat publicity was given meetings of the State and 
minty societies as follows: 

releases about Annual Meeting 

63 releases about LaSalle 

50 releases about Bureau 

4) releases abont Randolph, 
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50 releases about Henry. 
16 releases about Warren. 
i releases about Franklin. 

29 releases about Jefferson-Hamilton. 

68 releases about Fulton-McDonough. 

9 releases about branch meetings Chicago Medical, 
DO YOU KNOW— 

That the Committee has had many favorable com- 
ments on the health exhibits displayed in the Marshall 
lield & Co. window and that the exhibit is changed 
monthly ? 

Respectfully submitted, 
Jean McArthur. 
\MERICAN BOARD OF SURGERY ORGANIZED 

In answer to the widespread demand for an agency 
which will attempt to certify competent surgeons, the 
American Board of Surgery has recently been organ- 
ized. This Board is a member of the Advisory Board 
of Medical Speciaities, which includes all of the boards 
of certification for the different medical specialties 


which have been already organized. Since boards were 
in existence for the certification of practitioners of 
some of the surgical specialties, such as ophthalmology, 
otolaryngology, obstetrics and gynecology, genito-urinary 
surgery and orthopedic surgery, it is expected that the 
American Board of Surgery will be responsible for 
the certification of general surgeons as well as those 
practicing in the remaining specialized subdivisions of 
surgery. 

This Board is a non-profit organization, All fees 
will be used, after a reasonable amount is set aside 
for necessary expenses in maintaining its office, con- 
ducting examinations, etc., to aid in improving exist- 
ing opportunities for the training of the surgeon. 

The Board will hold its first examination (Part |, 
written) on September 20, 1937. All inquiries concern- 
ing applications for this examination should be re- 
ceived by the secretary’s office promptly. 

Requests for booklets of information, application 
blanks, and other information should he addressed to 
the Secretary—Dr. J. Stewart Rodman, 225 South 15th 
Street, Philadelphia, Pennsylvania. 





SUBSTITUTION OF NURSES 

Probably initiated from the standpoint of hospital 
economics, the substitution of nurses for physicians it 
administering anesthesia has become widespread during 
the last twenty years. In many localities it was first 
necessary to change state laws before nurses could be 
granted this privilege. Departments of anesthesia were 
set up to train nurses and dentists along with physicians. 
Thorough, supervised instruction in the theory and 
practice of anesthesia preceded full responsibility during 
actual operative technique, 

Whether or not the employment of nurses is discon- 
tinued in this capacity, these well organized teaching de- 
partments should be preserved under the department ol 
surgery. 

The Bulletin of The Academy of Medicine of 
Cleveland, 
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Original Articles 


ENDOCRINE PROGRESS AND ITS RELA- 
TION TO ESSENTIAL HYPERTENSION 
AND DIABETES MELLITUS 
JaMeEs H. Huron, M. D. 

CHICAGO 


General knowledge of endocrinology is re- 
tarded by a voluminous and rapidly expanding 
literature in which are contained relatively few 
facts of clinical significance. At one time 
thought in this field was dominated by clinical 
endocrinologists, some of whom were not careful 
dinical observers. ‘Their publications sometimes 
iended to bring the entire subject into disrepute. 
later the experimental physiologists came to 
dominate the field and too often it was difficult 
or Mpossible to make any clinical application of 
the data they offered. 
coming 


clinical 


Nowadays many contributions are 


from men who know something of 
medicine as well as experimental physiology. As 
a result it is becoming evident that some of the 
ideas early advanced by clinical endocrinologists 
were correct. For example, the experimentalists 
have proved that almost every endocrinopathy is 
hound to be a pluriglandular affair by the time 
it reaches the doctor. More and more of these 
products are proved to be effective by mouth. It 
is now generally recognized that thyroid, pitui- 
tary—both the anterior lobe and the whole gland 
—suprarenal and the gonads are effective by 
mouth. Such men as Sevringhaust and Mazer? 
seem to have demonstrated that some of the 
standardized estrogenic preparations are effective 
by mouth and in some instances may be given 
that way to advantage. 

years ago the late John B. 
Murphy once said, “Doctor, let the patient tell 
his story and he will tell you what is the matter 


with him.’ 


Twenty-five 


Murphy might well have been 
speaking of endocrinology, because in no other 
tield of medicine is a careful, extensive and in- 
tensive history so important. In a diagnostic 
‘tudy, particularly of pituitary disorders, a com- 
plete history ranks first in importance, physical 


“amination second and the laboratory data 


Delivered before the St. Clair County Medical Society, 
March 4. 1937, 


JAMES H. 
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third. ‘This in no way minimizes the value of as 
complete laboratory data as one can secure. 
The pituitary-gonadal relationship has come 
to occupy the limelight and a large number of 
preparations have been perfected for use in this 
field, particularly in the treatment of sexual dis- 
orders of various sorts. The terminology of 
these preparations has become somewhat con- 
fusing; but if a few facts are remembered, any 
product offered to the clinician can be put into 
its class and compared with those with which he 
is already familiar. The gonadotropic prepara- 
tions are said to be effective only in animals 
with gonads intact. It is helpful to think of 
them as stimulating the gonads and_ bringing 
about their effect in this way though that ide: 
may not be entirely correct. They are extracted 
from the anterior pituitary itself, from pregnancy 
urine and from the placenta. HMxamples of those 
from the pituitary are prephysin, 
gynantrin and maturity factors. Antuitrin §, 
follutein and antophysin are made from preg- 
A. P. L. comes from the placenta. 


extracted 


naney urine. 

The estrogenic preparations act on the genital 
tract directly and are effective even in castrates. 
These products are also made from. pregnancy 


urine, the amniotic fluid and the placenta. KEx- 
amples are theelin, theelol, amniotin and 
progynon. Agomensin and sistomensin are ex- 
tracted from the ovary itself. 

The potency of these products, both gonado- 
tropic and astrogenic, is expressed in terms of 
rat or mouse units and so measures biologic 
activity. The international unit refers to a 
definite weight of the product and has no neces- 
sary relation to its biologic activity.* 

The gonadotropic preparations are useful in: 
functional uterine bleeding of either menorrhagic 
or metrorrhagie type: amenorrhea or oligomen- 
orrhea; dysmenorrhea due to inadequate corpus 
luteum secretion; functional and developmental 
abnormalities, such as infantilism, adiposogenital 
dystrophy, or delayed puberty: habitual or 
threatened abortion; cryptorchidism, aspermia, 
impotence; acne vulgaris. 

The estrogenic preparations are useful in cer- 
tain menstrual disorders, notably amenorrhea, 
oligomenorrhea, delayed puberty and the symp- 
toms of the menopause. In the last, it may be 
that they act in two different ways: 1. by in- 
hibiting pituitary activity and, either directly 
or through the pituitary, adrenal activity and 
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y direct replacement of other ovarian func- 


1)ons. 

As 
syndromes formerly not thought of in this con- 
nection are Jound to haye some endocrine Sacet, 


knowledge of endocrinology increases, 


This is particularly true of essential hyperten- 
sion and of diabetes mellitus. At the Illinois 
Central Hospital we have been particularly in- 
terested in thig subject for the past four years. 
1 should like to present for your consideration 


aud eriticigm some of the phenomena we have 


observed in this connection. This work was 


undertaken in the belief that these two syndromes 
etiological factor. This 


thought to be a functiona) disturbance of the 
pituitary and/or adrenals which could be cor- 


had a common was 


rected by low dosage irradiation of these two 
structures, 

A glucose tolerance test has been done on a 
number of hypertension patients, the results of 
which are shown in Table 1. Very few of these 
patients spilled any sugar in the urine. The 
sugar curve in most of these cases rose steeply 
reaching its peak in one hour or legs, and in 
most patients it returned to near the fasting 
fevel at the end of three hours. 

TABLE 1.—GLUCOSE TOLERANCE TESTS ON 
136 HYPERTENSION PATIENTS 

Blood 

Blood sugar rose to over 200 mg 


Non-diabetic type of curve 


sugar rose to 170-200 mg 


The findings in regard to the basal metabolic 
rate in a series of hypertension patients are 
shown in Table 2. 


TABLE 2.—B. M. R.. DETERMINATIONS ON 133 
HYPERTENSION P 


Lower than minus 5%,.. : 


Normal 


One of these patients had twice undergone a 
subtotal thyroidectomy. When she came under 
observation she presented the typical symptoms 
of this condition and a third operation had been 
advised. Her basal rate was plus 56%. Her 
blood pressure was 205/75. After six treatments 
her blood pressure was 135/95 and her basal 
metabolic rate was plus 18%. Seventeen 
months after the last treatment the blood pres- 
sure was 155/90; the B.M.R. plus 14%. 

Another woman, aged 46, presented 
t peal 


the 


symptoms of hyperthyroidism with a 
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basal rate of plus 48%. 
170/100. After three treatments on February 6, 
March 8 and April 12, 1934, her basal rate was 


Her blood pressure was 


minus 6% and her blood pressure was 145/40, 
There has been no recurrence of the symptomis 


of hyperthyroidism. er blood pressure has 
risen above normal at various times necessitating 
three further treatments. At the present time 
her blood pressure ig 140/80. 

Dr. a. 2¥. 
thyroidism which he operated on three times ani 
which had been previously operated on once by 


Fowler* reports a case of hyper- 


another surgeon. Symptoms of hyperthyroidism 
which recurred after the last operation wer 
promptly relieved by irradiation of the pituitar 
and adrenals. 

A few other cases of hyperthyroidism have 
been seen which were entirely uninfluenced bi 
this treatment. In such cases the hypertension 
was also uninfluenced or not satisfactorily con- 
trolled by this therapy. 
disease without hypertension have been treated 


One of 


Some cases of Graves 


in this manner without effecting a cure. 


these cases referred by Dr. W. 1. Harsha has 


since undergone a subtotal thyroidectomy by him 


with complete relief of symptoms. 
The resemblance between diabetes mellitus and 


essential hypertension is indicated by the fact 
that in this work we have seen 31 patients that 
exhibited both essential hypertension and diabetes 
mellitus. In some of these patients the diabetes 
came first; in others the essential hypertension 
came first and the diabetes later. In most cases 


it was not possible to determine which came first. 


The results of treatment in these cases are shown 
in Table 3. 


TABLE 3—-HYPERTENSION AND DIABETES 


Improved as to both conditions............-..+5 12 


Improved as to hypertension only 
Improved as to diabetes only 


0 eR ie ite rn eal i prea ale RC 
Insufficient treatment 
Can’t follow 


An example of the patient’s response is shown by 
Mr. S. C., aged 52, referred by Dr. Don Smith of 
Hope, Arkansas. He was living on a ‘diet of carbo- 
hydrate 90, protein 60, fat 90, 1410 calories, with which 
he took 22 units of insulin per day. He had experienced 
a cerebral insult in May, 1936, which left as a residue 
a weakness and coldness of the left leg. His blood 
pressure was 170/90. His blood sugar after insulin 
and breakfast was 169 mg. He had one treatment on 
December 22, 1936. His blood pressure declined to 
120/70. His blood sugar after breakfast and without 
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insulin four days after treatment was 151.1 mg. His diet 
was increased by 40 grams of carbohydrate. He took 
no more insulin and on January 2, 1937, his blood 
sugar after breakfast was 71.1 mg. He has continued 
to remain sugar free but a blood sugar determination 
has not been made since. Under excitement his blood 
pressure rises to 170 but declines to about 150 when 
he is ordinarily employed. He has gained considerable 
weight and strength and the coldness he complained 
of in his left leg has entirely disappeared. 

Symptoms recurred one year later and another thyroid oper- 
ation was done. 


*April 29, 1937—-Blood sugar after breakfast was 102.4; 
blood pressure 155/85. He had gained 20 pounds and had taken 
no insulin since Dec., 1936. 


The results in essential hypertension are 
shown in Table 4. 


TABLE 4. 


Improved 

Improved but relapsed 

SPHINOUNIENL «inact viaictauw dhe ow akeis Sonne acai Ucememnasae 79 
Insufficient treatment 

Can’t follow 


Some of these cases respond satisfactorily 
with very few treatments. 


Mrs. P., aged 57. was examined on February 27, 
1936, and found to have a blood pressure of 195/95. 
She complained of vertigo and tinnitus. She had one 
treatment on February 29, 1936, and the blood pressure 
declined to 165/90. April 16 it had risen to 180/90. 
At that time one more treatment was given. The 
lood pressure has remained at practically normal 
levels ever since. She is entirely symptom free. 


Other patients experience a satisfactory fall 
in blood pressure after a very few tréatments. 
Later the blood pressure may rise, sometimes to 
the original high level, and be unaffected by 
further treatment. 


Mr. M., an engineer, was referred from the Illinois 
Central by Dr. Ernest C. Olson on June 16, 1934. He 
was 57 years old and had a blood pressure of 200/120. 
He had one x-ray treatment. Two weeks later his 
blood pressure was 175/105. August 11 he was given 
one more treatment. After that his pressure varied. 
It went up almost to the original level but by a num- 
ber of treatments it was kept under 200 systolic with 
a diastolic of 100 or under. However, in 1936 the 
blood pressure began to rise and while a good deal 
of the time it was around 165-185/100-110, in the latter 
part of the year it began to register 200 or slightly 
above quite frequently and showed very little response 
‘o further treatment. The last reading on February 
13, 1937, it was 190/100. Treatment in the last few 
months has made little impression and it appears likely 
that this man will eventually be disqualified for engine 
service because of his hypertension. The only symp- 
tom he has ever complained of was slight heart con- 
sciousness and that was noticed only when he first 
‘ame under observation. It has not returned as his 
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blood pressure has tended to rise toward its original 
level. 

At the present time it may safely be said that 
the hypertension of some patients can be satis- 
factorily controlled over considerable periods of 
time by this method of therapy. Others are 
satisfactorily controlled for a short time and then 
experience a relapse to the former condition 
which is uninfluenced by further irradiation. In 
a good many cases the symptoms can be relieved 
even when the blood pressure is little affected. 
In other cases the symptoms are relieved and 
the blood pressure is also reduced to fairly satis- 
factory levels. Following excitement or infection 
the blood pressure may rise again without any 
coincident return of symptoms. Some cases of 
essential hypertension are practically unaffected 
by this treatment. Most of these were either 
patients who presented no symptoms or who 
had progressed to the point where organic 
changes were present in the cardiovascular and 
renal systems. In the latter treatment was un- 
dertaken in the same spirit that a drowning man 
grasps at a straw. 

Men in various parts of the country have used 
this form of therapy. Their experience is shown 
in Table 5. 

TABLE 5.—HYPERTENSION CASES OF 
OTHER MEN 


Cases Cases Improved 
80 
30 
30 
9 


Parkhurst 
Hadley 
Miscellaneous 


Various factors have been used in these treat- 
ments. Those used most recently are as follows: 
120 kilovolts, 3 milliamperes, 50 cm. skin target 
distance, 2 mm. aluminum filter, 5 minutes, 50 
R units. This dose is sometimes changed by 
increasing the time to 7 minutes giving about 
70 R units. In our experience larger doses are 
not effective and besides are sometimes followed 
by unpleasant reactions characterized by head- 
ache, vertigo, weakness and nausea. We are by 
no means certain that the factors mentioned are 
the best. In some cases even smaller doses have 
been effective, but in general the factors described 
here served us best. 

Treatments should not be given oftener than 
once a week and may sometimes be spaced at 
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much greater intervals. For the past year we 
have been using the blood pressure as a guide 
to further treatment. Blood pressure should be 
measured every week or oftener. Whenever a 
marked fall occurs, no further treatment is given 
until the blood pressure begins to rise or it be- 
comes evident that no further fall can be ex- 
pected from the treatment already given. If after 
three treatments no marked fall in pressure has 
occurred, the dose is changed as indicated above 
to 70 R units. Treatment to women should not 


be given within one week preceding a menstrual 


period. 

Both sides of the pituitary and the adrenals 
are treated at the same time, the adrenals 
through a common portal 15x15 cm. 

The doses used are so small that the treatment 
in competent hands is entirely safe. In some 
three hundred odd cases of our own series no 
damage of any kind has ever been noted. It 
has been suggested that there is danger of pro- 
ducing Addison’s disease or hypopituitarism. The 
literature shows that these structures can be 
exposed to many times the amount of irradiation 
used in this series without any damage. 


Conclusions. There is so little evidence to sup- 
port. the pancreatic theory of diabetes that it 
should be discarded and the etiology of this con- 
dition sought for de novo. Diabetes mellitus 
and essential hypertension have so many points 
in common that it seems only reasonable to be- 
lieve that they must have several factors as to 
their etiology in common. This method of 
therapy is based on the belief that this common 
factor is a functional disturbance of the pituitary 
and/or the adrenals which, if it cannot be cor- 
rected, can at least be favorably influenced in 
the majority of cases. It is offered as an addition 
to our armamentarium in the treatment of these 
conditions. 


This work has been possible through the cooperation of 
Chief Surgeon Dr. Dowdall, Drs. Lampe, Morris, Olson, 
Sloan, Culpepper and Madden of the Illinois Central Staff, 
and Miss DuBois in the X-ray Department. 
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NEUROGENIC-SARCOMA 
Case Report 


I, Epwarp BisHkow, M. D., F. A. C. §, 
CHICAGO 


Ewing first established this disease as a clin. 
ical and pathological entity. 

In discussing neurogenic sarcoma, he states 
“this condition is so infrequently seen by any 
one surgeon, and its appearance is so benign and 
innocent, that its serious nature is commonly 
missed.””* 

A reiteration and emphasis of certain facts 
concerning such a grave condition is in order, 
especially since we are concerned with a type of 
malignancy which early recognized and ade- 
quately treated offers a chance of 50% cures. 

Many excellent monographs on this subject 
have been written by Ewing, Quick & Cutler, 
Birk, Regaud, Kuttner and others, and in all 
these papers one is struck by the repeated warn- 
ings, that these seemingly benign growths, be- 
cause of their accessibility, superficial locations 
and free motility, invite a simple excision with 
resultant recurrences, metastases and death. 

Once this emphasis is impressed on the sur- 
geon it becomes imperative that all fascial 
growths, no matter how well encapsulated and 
isolated they may appear, should be biopsied. 

It is the belief of Ewing, as well as others, 
that fibrosarcoma, spindle cell sarcoma and fas- 
cial sarcoma, are in the vast majority of cases 
neurogenic in origin. 

The neurogenic sarcoma is considered the most 
radio resistant of any type of sarcoma cell. 

The microscopic appearance is that of spindle 
shaped cells with varying amounts of stroma, 
and clinically the degree of malignancy of these 
tumors follows rather closely the proportion of 
cells to the amount of connective tissue stroma 
present. . 

The course of neurofibro-sarcoma of the deeper 
nerve trunks is generally unfavorable. A high 
proportion recur after each operation with in- 
creasing extensions and more active proliferation 
of cells of more atypical quality.’ 

The sarcoma cells may infiltrate the muscle 
tissues and erode into blood vessels, so being 
disseminated and producing metastasis most fre- 
quently in the pulmonary fields. 

The usual postoperative recurrence presents 
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an indurated scar, firmly adherent to an under- 
lying mass which extends widely in and between 
the muscles, along the fascia and even to the 
bone. 

These tumors when recognized, have been at- 
tacked by x-ray, radium or excision, and by com- 
binations of these agents. 

Regaud, J. Roux, Berger et al in a report of 
nine cases treated at the Radium Institute of 
Paris, by radium and x-ray alone, had fatalities 
occur in all.® 

Kuttner, who advises wide excision as the 
treatment of choice, reported 30% cured.‘ 

Seyerlin, Holzel, from a total of 75 cases in 
15 years, reporting on 9 cases of sarcoma of the 
chest wall, from the records of Memorial Hos- 
pital of Cornell University, obtained 5 cures and 
4 deaths by employing wide excision followed 
by radiation.® 

At variance in some aspects with the above 
experiences are those of Channing C. Simmons 
from the Collis P. Huntington Memorial Hos- 
pital. 

In 42 cases of fibrosarcoma out of a total of 
1?7 cases of all types of sarcoma, he concludes 
that neurogenic sarcoma can be cured in most 
cases hy excision. In many instances fascial sar- 
comas are radio sensitive, however, the post- 
operative use of radium prophylacticly was of no 
value. . 

In inoperable sarcoma with metastasis he feels 
radium is of value to relieve pain and prolong 
life. 

He concurs with other observers that the his- 
tological picture of the tumor quite accurately 
determines the prognosis provided of course 
treatment is early and energetically employed.® 

Nesselrode & Walker obtained cures in two 
cases of fascial sarcomas of the abdominal wall 
by radical excision and post-operative use of 
radium.” 

KR. M. Bick has contributed several exhaustive 
and instructive papers on the subject of neuro- 
genic sarcoma®*° and his experiences and con- 
clusions parallel closely those of Quick & Cutler 
and Ewing. 

The latter have found pulmonary metastasis 
occurring in 20% of cases classed as Groups 2 
and 3 in malignancy but none were observed in 
Group 1, 


Their experience seemed to indicate that 
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neurogenic sarcoma of the thigh has an espe- 
cially bad prognosis, as only 2 out of 15 are alive, 
and that the pathological specimens from this 
area are uniformly highly malignant. 

Case Report: W. M. W., male; aged 38 years; ex- 
ecutive, married. Presents himself for examination on 
December 7, 1930. 

History: Personal: For the past year has noticed a 
subcutaneous mass, the size of a plum, at the angle of 
the right scapula, freely movable and not tender. This 
mass had apparently not increased in size. 


He seeks medical advice because, due to its position, 


Fig. 1. Low magnification of primary growth, show- 
ing fibrosarcoma with areas of great cellular anaplasia 
and extensive regressive changes. 


it is annoying when pressed upon in leaning against 
back of chair or reclining. 

Family: Mother living and well. Father has been a 
diabetic for years and about one year ago had a 
malignant growth removed from tongue. One brother 
living and well. 

Marital History: Wife living and well. Two sons 
living and well. One son died 7 days after birth from 
cerebral hemorrhage due to difficult labor. 

Examination: Well nourished and robust appearing 
man, with appearance of perfect health. Head, neck, 
abdomen and extremities normal. 

Chest: Expansion symmetrical and normal. 

Heart normal in size and position. 

Heart tones clear, regular. Pulse 72. 

Lungs: Normal breath sounds. 

Just above angle of right scapula is present a mass, 
the size of a plum, which is not attached to the over- 
lying skin, and is freely movable. On motion of right 
arm, this mass seems separate from the muscles. It 
is moderately firm and very slightly tender. The skin 
over and around this area is normal in appearance. 

The preoperative diagnosis was fibroma. 

Operation: On December 11, 1930, under local in- 
filtration anesthesia the mass was excised and wound 
closed. The patient remained in hospital for 24 hours. 
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The pathological report submitted by Dr. R. H. Jaffe, 
December 18, 1930, reads: 

“Firm tumor 5x4x3 cm, in diameter composed of a 
firm, grayish white tissue centrally liquefied. 

Microscopic: Fibro-Sarcoma with areas of great cel- 
lular anaplasia and extensive regressive changes. The 
tumor seems to arise from the fascia of a muscle.” 

In discussing this report with Dr. Jaffe, he placed it 
Grade 2 in malignancy, and was rather dubious as to 
the prognosis. He expressed the feeling that this type 
of tumor would be radio resistant. (Fig. 1) 

Patient, however, was referred for X-ray treatment 
and received five exposures of 3% erythema dosage. 

The wound margins separated with escape of a thin 
sero-sanguinous discharge which finally healed and a 
flat firm button-like placque appeared in the incisional 
scar about four months later. 

X-ray examination of the lungs revealed no meta- 
stasis present. 

On April 29, 1931, under gas anesthesia, the mass 
and tissues well beyond and under the mass, were 
excised. 

The pathological report of Dr. R. H. Jaffe follows: 

“In the subcutaneous fatty tissue a moderately firm 
light grayish white irregular node about 17 mm. in 
diameter is present attached to the cutis. 

Microscopic: Dense scar tissue with foreign body 
tubercles. In the depths of the scar actively growing 
sarcomatous tissue. Fibrosarcoma with marked cellu- 
lar anaplasia and numerous giant cells. There are no 
signs of any effect of previous x-ray treatment, the 
tumor cells being well preserved and showing signs 
of active growth.” 

This operation was followed by radium bombing of 
6000 m.c.h. over 3 ports at a 6 cm. gap. Approxi- 
mately five months later another recurrence was seen 
at the upper end of scar about 2 c.m. in diameter. 

At this time I sent patient for an opinion to Dr. 
James Ewing and also submitted slides from primary 
tumor and recurrent growth. 

His observations and conclusions as stated in a let- 
ter dated October 9, 1931, are so lucid and positive, in 
view of the subsequent course, that I feel it profitable 
to quote freely from this communication. He writes: 

“The section shows a fibrosarcoma of neurogenic 
origin, parts of which are myxosarcomatous, others 
more fibrous, with large giant cells. I would place it 
grade 2 in malignancy. These tumors are not very 
radio sensitive as a class, but they will respond to full 
doses continued over a long period. 

“In this case the 6,000 mc. hours is not enough. We 
would give 3 or four times that amount over a period 
of two or there months and expect to blister the skin. 
I think the best plan here would be to use interstitial 
radiation by needles preferably, or possibly gold seeds. 
In this way you will get in the killing dose without 
much damage to the skin. I would advise against fur- 
ther operation. The exact dosage and method must be 
determined by the response to radiation. With inter- 
stitial radiation, I would expect a favorable result.” 

This advice was carried out by Dr. Frank E. Simp- 
son, 22,000 m.c.h. of radium was employed at a 6 cm. 
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gap and on January 12, 1932, 20 radon seeds were im- 
planted interstitially around and under the recurrent 
mass. 

One month later the overlying skin showed irrita- 
tive reaction and broke down so that a shallow ulcer 
developed with a grayish necrotic base. 

In view of the progressive destruction ensuing with- 
out any apparent reparative process and the question in 
my mind as to the total destruction of the malignancy 
plus the apprehension of the patient who now had been 
under treatment and observation for 18 months, on May 
31, 1932, under general anesthesia I did a radical wide 
excision of the tissues of the back, employing a high 
frequency knife, removing the tissues from the posterior 
axillary line almost to the spine and from the middle 
of the scapula down to the 10th rib, removing skin 
fascia and muscles to the ribs. This extensive denuded 
area was covered with vaseline impregnated gauze un- 
til a healthy granulation base was obtained. After 
weighing the relative merits of various types of skin 
grafting and permitting the wound to heal by scar tis- 
sue formation, a decision was made in favor of the 
latter procedure. 

The pathological report dated 5-31-32 follows: 

“Pathologic Diagnosis: Marked necrosis with hylini- 
zation and acute inflammatory changes. Sections from 
periphery show no evidence of tumor cells. 

“Description—Cross: The specimen consists of a tri- 
angular shaped piece of skin measuring 6x6 cm. in the 
greatest diameters, in the center of which is a 2.5 cm. 
in diameter firm area free of dermal covering, the 
periphery of which appears smooth and punched out, 
suggesting some surgical intervention. The central por- 
tion is firmer than the surrounding tissue and on sec- 
tion is gray-white and shiny. Several foul-smelling 
greenish soft areas are noted through this portion, and 
small slender bits of black shiny metallic material are 
scattered throughout the central mass. The underlying 
areolar and muscle tissues are attached.” Otto Saphir. 

Dr. Saphir made 147 slides from serial sections of 
the above specimen. 

As will be noted, the ulceration was not of a malign- 
ant nature but resulted from the radiation, confirming 
the opinion expressed by Dr. Ewing. 

No space will be devoted to the tedious healing proc- 
ess of the large denuded area. At present there is a 
scar over the area operated on of tissue paper thin- 
ness, freely movable over the underlying tissues. The 
scar area is roughly triangular in shape and now is 
contracted down to the size of a hand. The range of 
motion of the right arm and shoulder is normal and 
there is no incapacity. 514 years after discovery of tu- 
mor the patient is in perfect health. He has been under 
my observation at frequent intervals up to the present 
date. 

In addition to contributing one more report of 
a five-year cure of a neurogenic sarcoma, this 
case is instructive in that it distinctly emphasizes 
the observations quoted at the beginning of this 
paper, namely the importance of biopsy even 10 


unrecognized and unsuspected malignancy, and 
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that adequate surgery and heroic x-ray and 
radium dosage offer excellent chances of irradi- 
ation of the disease. 

The cooperation of Dr. Frank E. Simpson is 
appreciated and contributed in no small measure 
to the happy results in the above case. 

310 South Michigan Avenue. 
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CRISIS IN ADDISON’S DISEASE SIMUL- 
ATING CORONARY THROMBOSIS 


Hersert A. Sacks, M. D. 


Instructor in Medicine, Northwestern University Medical 
School, Chicago. 


CHICAGO 


The object of this presentation is to report a 
case of Addison’s disease, which clinicially and 
electrocardiographically simulated coronary 
The essential features of this case 
are as follows: 

A 41 year old male of Italian descent entered the 
American Hospital on August 3, 1936, in a marked state 
of collapse. A brief history revealed that the patient 
had not felt well for one week previous to admittance. 
His complaints at that time consisted of weakness, in- 
digestion and shortness of breath. Because of these 
complaints he consulted a physician, who diagnosed 
anemia and who advised a high liver and meat diet 
together with some medication. The patient did not 
improve on this therapy and, on the day of his 
admittance, he collapsed at the hospital. His past his- 
tory was negative with the exception of a cervical 
adenitis, most probably on a tuberculous basis, thirteen 
years ago. 


thrombosis. 


Precursory examination at this time, revealed a well 
g Read before the North Shore Branch of the Chicago Medical 
ciety, December 1. 1936. 

Tom t 
Hospital, is Electrocardiographic Department of the American 
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developed male who appeared acutely ill. The skin was 
ashen gray in color, and was covered with a clammy 
sweat. The mental status was perfectly clear. The 
temperature rectally was 96.8, the pulse 88, the respira- 
tions 24, and the blood pressure was 70/30. The work- 
ing diagnosis on admittance was shock of undetermined 
origin, and the possibility of a coronary thrombosis 
was considered. A bedside electrocardiogram was 
ordered and cardiac consultation was asked for. 


Several hours later, in spite of all emergency shock 
measures, the patient still presented a grave syndrome. 
The facies still were ashen gray and the systolic pres- 
sure reading was about 60 mm of mercury. The heart 
sounds were almost inaudible, but the heart borders 
appeared within normal limits. Rales were present over 
both lungs posteriorly, but the apices were clear. The 
abdomen was scaphoid, not tender, and no rigidity was 
present. The liver edge was well under the costal mar- 
gin. The extremities were cold, but no obvious edema 
was present. 

Laboratory findings revealed that the urine had a 
trace of albumin. The blood showed a hemoglobin of 
90%, the red blood count was 5,260,000 and the white 
blood count was 9,000. The blood Kahn was negative, 
and the blood sugar was 187 mg per 100 c.c. The 
electrocardiogram showed a normal sinus mechanism, 
with a low grade sinus arrhythmia. The rate was 71, 
and the PR interval was .18 sec. The significant 
changes were a Q3 of 6mm and large T waves in‘ the 
first and second leads. There was a high takeoff. of 
the RT segments in leads 2 and 3 as is frequently found 
in the early stages of coronary occlusion. The fourth 
or precordial lead was within ‘normal limits. 

From a diagnostic point of view, the diagnosis of 
coronary thrombosis did not seem to fit the picture 
entirely. The absence of sternal pain was troublesome 
in this case, still considering that cases of coronary oc- 
clusion without pain have been reported in the past. 
The electrocardiographic changes could not be ex- 
plained by any confusing conditions such as pericardial 
effusion,’ pneumonia or uremia’ etc., which at times 
lead to the so-called coronary deviation of the QRST 
complex in conditions outside of coronary thrombosis. 
A flat non tender abdomen ruled out acute gastro- 
intestinal pathology. The past history of a possible 
tuberculous cervical adenitis, the acute onset with 
weakness and gastrointestinal symptoms, the marked 
hypotension, suggested the antemortem diagnosis of Ad- 
dison’s disease. 

In spite of all therapeutic measures, repeated doses 
of epinephrine per hypo, nearly one-quarter of an ounce 
in all of the 1/1000 solution, the blood pressure stead- 
ily fell and the patient quietly expired the same day 
of his hospital admittance. The delay in arriving at the 
proper diagnosis and the acuteness of the disease proc- 
ess prevented the use of cortical products, undoubtedly 
its use would have delayed the immediate fatality here. 

Postmortem examination revealed marked caseation 
of both adrenal glands, with complete obliteration of 
all normal markings. Microscopic sections showed 
complete destruction of the cortex in both glands by 
caseation. The heart weighed 305 grams and was 
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grossly normal; there was moderate atherosclerosis of 
the coronary arteries, but no evidence of occlusion was 
present. 

The highlights and interesting features of this 
case are as follows: 

1. The rapidity of onset of this disease. The 
total duration of symptoms being one week in 
the case presented above. The earliest onset 
previously reported was eighteen days in a case 
reported by Lippman.* 

2. The fulminating shock mechanism that 
was present in this case is unusual, as most cases 
have an increasing period of weakness, which 
confines the patient to bed in the terminal stages. 
Our case was ambulatory to within a few hours 
of his death. However, sudden collapse after 
exercise with sudden death that has suggested 
coronary thrombosis has been reported in the 
monograph on Addison’s disease by Rowntree 
and Snell.‘ 

3. The confusing EKG picture is especially 
interesting. The most significant abnormalities 
consisted of large T waves, a large Q3 and ele- 
vation of the RT segments in leads 2 and 3. 
Coronary sclerosis was present at postmortem 
examination and most probably these changes 
were responsible for the abnormalities described. 
The rapid fall of pressure with a lowered coron- 
ary circulation theoretically may account for 
some of these changes. 

In a series of 25 cases of Addison’s disease 
studied electrocardiographically, Rowntree and 
Snell’ reported 21 normal tracings; 2 cases 
had T wave negatively; 1 auricular fibrillation ; 
and 1 incomplete bundle branch block. 

Coelho* reports 3 cases in which the outstand- 
ing EKG changes are low voltage of all the 
complexes as is found in myxedema. He con- 
tends that these changes are due to a hypo- 
plastic condition of the heart, and have no rela- 
tion to the size of the heart; as the heart is large 
in myxedema and small in Addison’s disease, 
but the cardiogram is the same in both diseases. 

Frates® has studied ? cases and he finds that in 
cases Of moderate seriousness there is an in- 
crease of the T waves, which he believes is due 
to a compensatory exciteability of the myocara- 
ium. Lengthening of the PR interval has been 
noticed at times and in the final stage of the 


disease, definite flattening and deformity of the 


T wave is seen. 
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In a series of 3 cases reported by Delius and 
Opitz’ all cardiograms showed a definite devia- 
tion from normal, with evidence of myocardial 
involvement, and disturbances in conduction. An 
absence of cortical hormone leading to a dis- 
turbed circulation and disturbed metabolism of 
the heart muscle are the theory of these changes 
advanced by the authors. 

4. The contention of animal experimenters, 
that the cortex of the adrenal gland is vital to 
life® is substantiated, and the failure of the 
medullary hormone epinephrine to bring about 
a remission is well demonstrated in this case. 
The use and availability of cortical products is 
vital in the treatment of Addison’s disease. 

5. Pigmentary changes are of great diagnos- 
tic importance, but may not have time to develop 
during the crises of this disease. The absence 
of these changes increased the difficulties of ar- 
riving at a proper diagnosis in our case. 

6. The relation of sodium and potassium ions 
to the crisis of Addison’s disease has been proven 
experimentally.® 1° A disturbed sodium balance 
due’ to a high intake of potassium salts in the 
diet has been held to be responsible for precipi- 
tating the acute crisis."* No accurate calculation 
for potassium content was possible in the case 
presented, but it is very probable that this pa- 
tient had an increase of potassium salts in his 
diet for anemia, as foods rich in iron are rich 
in potassium, and this proved to be the trigger 
mechanism that precipitated the fulminating 
picture described above. 

The author is indebted to Dr. Max Thorek of 
Chicago, for permission to study and report this 
case. 


1042 Argyle Street. 
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VITAMIN F OINTMENTS 
M. L. Weinstein, M. D., 
AND 
KATHRYN GLENNON, PhG, 
Chicago Memorial Hospital 
CHICAGO 


Most dermatologists agree that local treatment 
is effective in all cases of eczema, and in many 
instances no other treatment is necessary. Vari- 
ous preparations are used locally, but ointments 
comprise the chief variety of the form in which 
medication is applied to the skin. 

An examination of thirty prescriptions sug- 
gested in several texts** * discloses a pre- 
ponderance in the use of zine oxide usually in- 
corporated in some paraffin preparation such as 
petroleum jelly. Occasionally, use is made ot 


aents such as salicylie acid, phenol, resorcin. 


, menthol, bismuth subnitrate, sulphur, or other 


substances intended to act as antiseptics, to 
illeviate itching, or to act as mild refrigerants: 
but the above prescriptions were lacking in any 
teal anti-eezema factor from a causative stand- 
point. Certainly zine oxide cannot be considered 
1) bear any specific therapeutic relationship to 
this form of dermatitis. From a) of which, it 
must be concluded that where eczematous lesions 
lisappear, the credit cannot properly be applied 
to any particularly intelligent pharmacologic 
inowledge on the part of the physician, or to any 
mechanism which will withstand adequate phar- 
nacologic explanation. 

Since 1929, however, the experiments of Burr 
itd his co-workers® seem to offer an entirely 
tew interpretation of the nature of the most 
prevalent type of eczema, and together with that 
mterpretation they offer at the same time a 


thoroughly sound and clinically effective thera- 
peutic program. 
Burr and his co-workers have shown that 


‘mals on fat starvation diets develop a variety 
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of symptoms which involve the epidermal struc- 
tures and also seriously affect internal organs. 
The epidermal derangements include a dryness 
and roughness of the skin that eventuates in 
eczema; a seborrheic scurf; a loss of lustre and 
resiliency of the hair and nails which become 
brittle and split easily, the hair particularly 
showing a strong tendency to fall out. Internally, 
the symptoms definitely involve the pituitary 
gland; profound changes occur in the mechan- 
ism of labor and a form of sterility distinguish- 
able from vitamin E deficiency may occur; but 
the most profound changes take place in the 
kidneys which undergo a severe nephritis usually 
so drastic as to be responsible for the inevitable 
death of the fat-starved animals. 

Subsequent to the work of the Burrs, other 
investigators® * *° have offered complete cor- 
roboration of these findings and have further 
identified the ingredient in fats responsible for 
the Burr fat deficiency syndrome as an indis- 
pensable unsaturated. fatty acid. Of this un- 
saturated fatty acid, McCollum and Becker 
write as follows: “It is indispensable to normal 
nutrition. A diet containing everything else 
which is essential but lacking in linoleic acid 
will fail to maintain life. It must, therefore, be 
provided in the food.”?° 

Evans, Lepkovsky and Murphy have referred 
to this essential unsaturated fatty acid as vitamin 
F, and by that name it is today commonly 
recognized by many dermatologists who have ex- 
perimented with its curious properties during 
the past few years.1! Tt is important to know 
that these same investigators minutely described 
the form of sterility occasioned by vitamin F 
deficiency, a subject which has been reviewed in 
authentic biochemic literature recently.127. On 
this topic Evans and his associates remark that 
in the absence of vitamin F, a failure in repro- 
ductive functions always results, marked by a 
peculiar and characteristic prolongation of ges- 
tation, apparently due to a derangement of the 
birth mechanism. It would be exceedingly im- 
portant and perhaps illuminating to procure a 
detailed history of labor characteristics of the 
mothers whose infants develop refractory 
eczema. This ig all the more significant by rea- 
son of the work of Hansen, which seems definite- 
ly to correlate vitamin F deficiency with the ap- 


pearance of infantile eczema,** 1415 just as the 
work of Cornbleet and Pace appears to correlate 
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Besnier’s prurigo with a deficiency of the un- 
saturated fatty acids called vitamin F.’° 

It has always been known since the time ot 
Unna that the skin contains naturally an 
abundance of fat. Shepherd has recently re- 
examined the fat content of the various layers 
of the skin!’ 18-19 and has not only confirmed 


the early work of Unna, and the subsequent work 
of other imvestigators, but has furnished two 
important considerations. First, Shepherd has 
emphasized the importance of the ratio of the 
skin lipids which, for the normal epidermis, are 
in the proportion of one part of cholesterol to 
one part of lecithin to three parts of total un- 
saturated fatty acids, among them vitamin F. 
Shepherd has next emphasized the value of re- 
storing fats to the skin as nearly as possible in 
the proportion intended by nature for the pre- 
vention of the wide-spread dryness complained 
of by innumerable persons. 

Other natural fats contain vitamin F, although 
in exceedingly variable amounts. For example, 
uatural lard is a good source of vitamin F and is 
frequently used in biochemical laboratories to 
demonstrate the presence of vitamin F in food- 
stuffs.2° In this connection it is interesting to 
observe that lard, plain or benzoinated, was at 
one time prevalently used as an official ointment 
base. It has been displaced by petroleum jelly 
which is totally foreign to the fats of the skin 
and may definitely hinder rather than aid the 
effectiveness of any ointment. There is much 
reason for believing that in the replacement of 
lard by petroleum in ointments for the treat- 
ment of eczema, the active ingredient, vitamin 
F, was eliminated and the base replaced by a 
totally ineffective substitute. This is not unlike 
the experience with official sapo mollis as re- 
ported by Glennon.” Linseed oi) may be a source 
of vitamin F. Tt was officially prescribed for the 
manufacture of a soft soap. Later replaced with 
cottonseed oil, following which replacement so 
many protests of lost effectiveness were registered 
against soft soap as to have the pharmacopea! 
authorities restore the use of linseed oil. Glen- 
non has shown that apparently the purposeful re- 
inforcement of soft soap with adequately meas- 
ured quantities of vitamin F confers uniformly 
excellent clinical effectiveness to the product.” 

There is little doubt about the clinical value 
of proper vitamin F preparations in the treat- 
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ment of a variety of skin blemishes, including 
allergic eczema. This is quickly demonstrated 
in even a few clinical trials, But there seem ty 
be various methods of so compounding the vita- 
min F as to prepare an ointment which shall 
serve aS an excellent emollient, as a protective 
coat, as a gratefully acceptable fat to the in. 
jured skin, and as a vehicle for insuring the 
contact and ingress of vitamin F through those 
parts of the integument where its effective con. 


trol of the skin lesions is made possible. 


After considerable experimenting with 
variety of fats, it became apparent that a mix- 
ture of the lipids of the assortment and in the 
proportion first shown by Shepherd to be yalu- 
able in creams intended for cosmetic purposes, 
served as a most excellent ointment, This may 
be compounded as follows: 

Lecithin (40 point) 
Anhydrous lanolin 
Vitamin F. concentrate (50,000 Shepherd- 


Linn units per gram) 


By 40 point lecithin is meant the vegetable 
lecithin obtained from soy bean and carrying 
10% lecithin and 60% of a bland oil generally 
soy bean oil. ‘lhe anhydrous lanolin should be 


assayed for its total cholesterol content, which 


may vary from a few per cent. to as high as 
fifteen, The samples with which we have 


worked most seem to show about 10% of total . 


cholesterol. No attempt has been made to dis 
tinguish between combined and free cholesterol 
since there is very little evidence to support 
the conjecture that either one or the other is 
the more important when used in an ointment. 
By vitamin F concentrate is meant that form 
of linoleic acid which has been biologically 
standardized and is known to carry a definite 
titre determined by animal experiment, not less 
than 50,000 Shepherd-Linn units per gram. 

Unstandarized sources of so-called linoleic 
acid must not be used, because, whereas all vita- 
min F is linoleic acid, not all linoleic acid 's 
vitamin F. The reason rests with the fact that 
there are many isomers of linoleic acid, 
most of which are definitely known to be entirely, 
without vitamin F effect. Vitamin F cannot 
yet be chemically identified but must be recog: 
nized through biological assay. 

An inspection of the above formula will show 
that the ingredients have been compounded 0 


as to furnish a fatty material containing lec 
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thin, cholesterol and unsaturated fatty acids 


with vitamin F in the proportion of 1:1:3. How- 
ever, the material is inelegant and inconvenient 
for use in that particular form. To confer 


pharmaceutical elegance upon the product the 


consistency should be raised by the joint addition 


of suitable lard and beeswax, imparting to 
the fatty material the consistency of a satis- 
factory ointment. 'T'o accomplish this result the 
following prescription has been found typically 
satisfactory, but by no means the only one 
capable of formulation. 

Lecithin (40 point) 


Anhydrous lanolin ...... Ry ee ae 35.0 


Vitamin F concentrate (50,000 Shepherd- 
Linn units per gram) 

Special lard (Hormel) 

Oi] of peppermint .... 

To this base, sun-bleached beeswax may be 
added to procure satisfactory stiffening of the 
product. About 10% of beeswax seems to give 
the most desirable consistency. 

There can be no doubt about the clinical effec- 
tiveness of such an ointment which, aside from 
its value in its present form, can serve perfectly 
well as a vehicle for whatever medication the 
physician may desire to incorporate therein. It = 
las been our experience, however, that the addi- 
tion of some medication may impair the effec- 
tiveness of the ointment in place of aiding. This 
omtment is not only specifically useful in allergic 
ezemas, but is valuable also in the treatment 
of burns from whatever cause such as erythema 
solaris, industrial burns and the like. It is in- 
leresting to recall that Carron oil has been very 
widely used for many years as a dressing for 
buns. Carron oil is a mixture of linseed oil 
and lime water, and there is much good reason 
to know that the active ingredient of Carron 
vil, which is at best a disagreeable preparation, 
is the calcium soap of the unsaturated fatty acids 
comprising vitamin F. 

Everyone is familiar with the increasing in- 
tidence of dry skins and allergic eczemas. There 
is little doubt that the purposeful suppression of 
all fats in the diet and the replacement of 
natural fats containing vitamin F with hydro- 
genated substitutes stands in etiological rela- 
ton to this increasing incidence. 

Vitamin F should be restored to the diet. In- 
deed, any careful observation is sufficient to in- 


dicate conclusively that the physician will see 
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many more individuals showing symptoms that 
ean be attributed to vitamin F deficiency than 
he will see individuals showing equally outspoken 


symptoms attributable to all other vitamin de- 


ficiencies combined. Dryness of the skin, even- 
tuating in eczema, brittle, lustreless hair filled 


with dandruff, tendeney to falling hair, and 
brittle finger nails are more ubiquitously dis- 
tributed than the xerophthalmia due to vitamin 


A deficiency ; the paralysis due to vitamin B de- 


ficiency; scurvy due to vitamin C deficiency; 


rickets due to vitamin D deficiency; sterility due 
to vitamin E deficiency; or pellagra due to vita- 
min G@ deficiency. Vitamin F, unlike the other 


vitamins, with the possible exception of vitamin 
E, operates well if applied externally and equally 


well if administered internally. 


The ointment proposed as a result of these 


studies and our experiences at the hospital, 


clinics and in private practice is merely an en- 


dorsement of the time-honored empirical lard 


with the conscious realization that the apparent- 
ly active ingredient was the comparatively newly 


discovered and identified vitamin F. = 
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COMBINED FULL TERM EXTRA AND 
INTRA UTERINE PREGNANCY 


Fuint Bowpurant, M. D. 
CAIRO, ILLINOIS 


In February, 1935, a woman patient of the 
Drs. Whitaker of East Prairie, Missouri, entered 
St. Marys Hospital. The essential items of her 
history were as follows: Colored. Age thirty- 
four years. One living child, seventeen years 
of age. No more pregnancies until six years ago 
and since then she had a pregnancy each year but 
each one was followed by a miscarriage at some 
period between the fifth and eighth months of 
gestation. Her last regular period was the May 
previous, approximately eight and a half to nine 
months ago. In June, she missed entirely. The 











Fig. 1. Left, Intrauterine child. 
Right, extrauterine child. 


latter part of June she started flowing and con- 
tinued for almost a month. She has not had a 
period since that time. In September she started 
to have indefinite abdominal pains which have 
persisted during this time. For the past month 
she has been troubled with pains most of the 
time, of the character of labor pains. During 
this time she has also had nausea and frequent 
vomiting. For the past five days, her pains have 
been practically constant and very severe and 
such as to demand opiates. 

On entering the hospital, she presented the following 
findings : 

Head, neck, chest, heart, lungs, extremities and lab- 
oratory findings negative. 
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Two separate distinct sets of heart tones were pres- 
ent about the level of the umbilicus. Palpation of the 
abdomen was somewhat uncertain although on the 
right side a fetus was palpable with occiput down. The 
cervix was high up and pushed forward. I -was barely 
able to reach the tip of my finger to the posterior lip 
which was wedged tightly up above the pubic bone. 
Apparently, there was one finger dilatation. There was 
a very marked bulging of the vault behind the cervix 
and such as resembled the usual large abscess in the 
cul de sac. There was no bloody discharge. Apparently 
there was a condition which was not amenable to nor- 
mal delivery and the abdomen was opened. The uterus 
occupied the greater part of the front of the abdomen 
but primarily on the right side. Presenting on the 
left fourth of the abdomen in its entire length was a 
sac extending from the left wall of the uterus to the 
lateral peritoneal wall. This sac covered a large amount 
of fluid and a solid body. The uterus was opened and 
a baby removed and the sac on the left side of the 
uterus was also opened and the second child removed. 
It was found that the placenta of the extrauterine baby 
was adherent to the peritoneal covering of the left 
wall of the uterus by a vascular base. In view of the 
fact that attempted separation of this placenta was as- 
sociated with severe bleeding, a hysterectomy was per- 
formed. It was found that the contents of this ex- 
trauterine sac extended deeply into the pelvis behind 
the uterus and this was the reason that the uterus was 
pushed high up. 

Although the mother was quite weak when she came 


* off the table, yet she rallied shortly and had an un- 


eventful post-operative recovery. A Kahn test showed 
4 plus. 

An additional interesting factor in this case 
was the difference in the appearance of the two 
babies. The extrauterine baby was of fine, plump 
healthy appearance. The skin was entirely clear, 
the contour of the body normal in every way, 
eyes clear, a healthy cry and nothing pathological 
to find. It weighed four and_ three-fourths 
pounds. 

The intrauterine baby weighed only three and 
a half pounds. Its appearance was that of con- 
genital syphilis. The skin was wrinkled in parts, 
and in other places especially on the soles of the 
feet. and hands, there presented a dry thickened 
scaly appearance. The eyelashes were coarse, 
the hair more sparse, a snuffle was present and 
both the liver and spleen were moderately en- 
larged. His cry was of a “whiny type” and it was 
listless to nursing. It is true that some of these 
findings may have been due in part to a differ- 
ence in age of development but essentially they 
were those of syphilis. He passed-away on the 
fifth day. 

The extrauterine child progressed nicely and 
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wntinued a normal course during its stay in 
the hospital. 

The following points appealed to me as being 
of especial interest: 

j. Although there are reports of combined 
extra and intrauterine pregnancies, yet I know 
of no case having ever been reported in which 
both went close to normal gestation time. 

2, The condition of the extrauterine child 
vas of a normal healthy child, fully developed. 
The intrauterine baby was not up to par, with a 
congenital syphilis predominating the picture. 

It would be conjectural whether or not the 
two foetuses were impregnated at the same time 
or whether the intrauterine was at a later date. 





CESSATION OF EPILEPTIC SEIZURES 
FOLLOWING RECOVERY FROM PROS- 
TATITIS; REPORT OF TWO CASES 


S. Oris Ritcn, M. D., F. A. C. 8S. 
CHICAGO 


Some hesitancy is experienced in presenting 
another causative factor in epilepsy, either pre- 
disposing or exciting. Especially is this true 
when one is reporting only two cases, and in 
both of whom the relief of symptoms was ob- 
served and remarked upon by the patients them- 
selves and not through the keen observation of 
the doctor. However, a urologist’s opportunity 
for examining and following up cases of epilepsy 
are remarkably limited and one might be par- 
doned when one’s particular interest is so far 
afield. 

It is generally agreed that an inherent neuro- 
pathic or psycopathic tendency, to say the least, 
is present. Frequently a relative history in the 
collateral or antecedent members of the family 
is obtained ; notably, psychasthenia, insanity and 
hysteria ; sometimes a definite history of epilepsy 
itself, and not infrequently the kindred ail- 
ments of chorea, migraine, tic and hypochon- 
dria. Alcoholism is frequently referred to but 
is 9 common as to preclude an accurate evalua- 
tion of its role. Shock, either physical or emo- 
tional, is a commonly known agent provocateur. 
In physical shock or traumatism care must be 
exercised to distinguish from the symptomatic 
type in which there is definite organic injury to 
the brain or cord. Many other causal factors 
may be mentioned; reflex or peripheral irrita- 
tion may awaken a slumbering epilepsy, phimo- 


S. OTIS 
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sis, indigestion and teething play a part in cer- 
tain instances. The acute infectious diseases 
probably play an important part and even cause 
lesions of such small size in the brain as to go 
entirely unrecognized. 

In females menstruation frequently assumes 
a stellar role, emotional stress, pain or physiolog- 
ical toxemia inducing seizures just before or 
during the period. This might be analogous to 
the following cases who were relieved and kept 
free of epileptic attacks by treatment of the ac- 
companying prostatitis. 


Case 1. S. A. H. referred by Dr. Glenn S. Nelson, 
March 25, 1929. Aged 34, single. He complained of a 
chronic gonorrhea of five months duration for which he 
had been treated at an advertising cut-rate clinic with 
no appreciable progress toward recovery. Urethral 
smears examined by Dr. Nelson were positive for 
gonococci. 

His past history was relatively unimportant except 
that he had suffered epileptic attacks since the world 
war. At the present time these seizures occur on the 
average of every two weeks. 

His general examination revealed a chronic pharyn- 
gitis; the pupillary reflexes to light were very slug- 
gish. No glandular enlargement. The left knee kick 
was two plus, the right could not be elicited. The heart 
and lungs were clear. The blood pressure 110/78 m.m. 
The routine blood Wassermann report was returned 
negative. 

Local examination revealed a moderate mucopurulent 
discharge containing many gonococci. On digital ex- 
amination the prostate was large, full and round and 
quite firm. The median sulcus partly obliterated. The 
borders well defined. The seminal vesicles were mod- 
erately enlarged and mildly infiltrated. 

He continued treatment regularly through May 27, 
1929, when it was apparent to him that he had re- 
covered from the gonorrhea, although he still had a 
mild chronic prostatitis. 

He returned October 24, 1930, and stated that he 
came in for more prostatic treatment which had re- 
lieved him of the epilepsy previously but that the 
attacks had returned the past six weeks. In addition 
he complained of backaches and leg aches which were 
attributed to a chronic prostatitis. These, together 
with the epileptic seizures, have been controlled by 
occasional courses of prostatic treatment. 

Case 2. R. A. referred by Dr. M. Owen Wilkins; 
aged 32, married ten years, no children although no 
contraceptives have been used. 

He had acute urinary retention at age 6, cause un- 
known. Severe skull fracture at age 12 since when 
has had epilepsy. He was discharged from the navy 
at the age of 17 years at which time he was treated 
for a non-specific urethritis for three weeks with 
apparent cure. “Soon after marriage, ten years ago, 
had increasing difficulty getting erections and the 


infrequent erections at the present time are unsatisfac- 
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tory although ejaculation does occur. The epileptic 
seizures occur two or three times weekly. 

The complaints for which he sought relief at the 
present time are: perineal pain of several months dura- 
tion, dead feeling of the hips, listlessness and lassitude, 
morning backaches and leg aches occurring any time 
during the day. 

General examination was unimportant except for 
several bad teeth and blood pressure of 142/98 m.m. 

Rectal examination revealed a greatly enlarged and 
soft boggy prostate and seminal vesicles. 

Routine blood Wassermann was negative. 
teeth were later extracted. 

He reported regularly for treatment and on Decem- 
ber 10, 1935, volunteered the information that he had 
had no epileptic seizures for several weeks. The 
genitourinary symptoms had likewise disappeared and 
he reported irregularly for treatment, the last April 
12, 1936. 

No significance was attached to the statement 
of the first patient that his epileptic seizures 
ceased following prostatic treatment; but was 
considered rather as a coincidence. However, 
when the second patient volunteered the same 
information the experience of the first patient 
with recurrence and cessation following a subse- 
quent course of prostatic treatment was recalled 
to mind; and it was concluded that more than a 


mere coincidence was at hand. 


Several 


Summary: Two patients who sought relief 
for the symptoms of prostatitis and seminal 
vesculitis likewise noticed a cessation of the 
epileptic seizures to which they had formerly 
been subject. 

55 East Washington Street. 





INDICATIONS FOR GASTROSCOPY 


MARIE OrTMAYER, M. D. 
Women and Children’s Hospital 


CHICAGO 


In the past two years, a number of interesting 
and valuable articles on gastroscopy have ap- 
peared in American Journals,’*" ** but as none 
of them have dealt solely with the indications, 
this paper will confine itself to this subject. The 
physician who has read the special periodicals 
and the Journal will well know that patients 
with esophageal obstruction, high gastric ob- 
struction, esophageal varices, aortic aneurysm, 
excessive dyspnea, extreme kyphoscoliosis, ad- 
vanced weak old age, or extreme arteriosclerosis 
and hypertension should not be gastroscoped but 
may ask: When shall a patient be gastroscoped ? 

Since the invention of the safe flexible Wolf- 
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Schindler instrument in 1931 gastroscopy has 
become a pleasurable procedure for both. gastro. 
scopist and patient. The patients cooperate 
fully, receive no general anesthetic, suffer no 
pain during gastroscopy nor afterwards. At the 
most an occasional sore gum or throat is com- 
plained of—the patients, if ambulant, are ready 
to return to their daily routine immediately 
afterwards. If hospitalized, even the very weak 
find gastroscopy no great strain. Recently a 
woman who had had a sub-total thyroidectomy 
for hyperthyroidism was gastroscoped 8 days 
after thyroid resection without discomfort. She 
has since returned for a second gastroscopy to 
follow the course of healing of her gastric ulcer 
which she also had. All these patients return 
gladly, even eagerly, for gastroscopic check on 
their gastric ulcers. This attitude contrasts with 
that of patients toward bronchoscopy and cys- 
toscopy. 

Since the patient finds gastroscopy a com- 
fortable procedure, the indications, gathered 
from observation of nearly 500 cases,* may be 
listed unreservedly : 

1, Any patient with an obscure abdominal 
complaint, who has had negative physical, labo- 
ratory and x-ray study should be gastroscoped. 
A gastric lesion too small or too shallow to be 
seen with x-ray may be present. 

2. Anyone with digestive symptoms, “dys- 
pepsia,” who has been called neurotic, should 
be gastroscoped before being sent to the psycho- 
therapeutist. Such a patient may have atrophic 
gastritis or even early carcinoma. 

3. Likewise, a patient with unexplained loss 
of weight loss of appetite or nausea, may have 
an early gastric lesion and should be gastro- 
scoped. 

4. Unexplained hematemesis or melena con- 
stitute definite indications for gastroscopy. Very 
small shallow actively bleeding gastric erosions 
may be found or large mucosal hemorrhages. 
These latter may arouse the first suspicion of 
abdominal purpura. 

5. A patient who has a positive x-ray, i. ¢., 
one in whom gastric or duodenal x-ray pathology 
has been found, should be gastroscoped for @ 
number of reasons: 

(a) To confirm a difficult diagnosis. 

(b) To confirm a doubtful diagnosis. 

(c) To aid in the differential diagnosis be- 
~*At Billings Hospital, gastroscopic clinic of Dr. R. Schindler. 
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iween malignant and benign gastric ulcer. 
Definite differences in the gastroscopic appear- 
ance of the floors of these ulcers may be 
found.?” 23 

(d) If a positive clinical diagnosis of gastric 
carcinoma has been made, to aid in determining 
its resectibility, when no metastases have been 
found in tissues elsewhere. Carcinoma with 
sharply defined edges, localized in a favorable 
region in the stomach, should be resectible. 
Mucosal edges infiltrated by carcinoma more 
widely than is apparent by x-ray, or implants 
situated in the gastric mucosa, near or at some 
distance from the primary, and still too small 
to be seen by x-ray, will offer a less favorable 
prognosis for removal and may change the ther- 
apy from operation to roentgen ray. 

(e) After a clinical diagnosis of duodenal 
ucer is made, in order to determine whether 
the patient has additional gastric pathology. The 
duodenal lesion, of course, cannot be seen 
through the gastroscope, but a duodenal and 
gastric ulcer have been known to occur in the 
same patient and the latter found only by gas- 
roscope. Or, a gastritis may accompany duo- 
denal ulcer, as it frequently does. Severe gas- 
tritis will certainly influence the prognosis and 
duration of therapy for the ulcer. 

(f) Patients in whom pyloric obstruction is 
found. Before operation for the obstruction, the 
surgeon should know the extent of the gastritis 
which is usually present and should inform the 
patient of the probable need of additional medi- 
cal therapy. The gastroscopist can also aid in 
determining the cause of the obstruction, 
whether cancer or ulcer, and thereby facilitate 
the sometimes difficult choice between gastrec- 
tomy and gastroenterostomy, so important to 
patients weakened by vomiting and undernutri- 
tion. 

6. Any patient in whom gastritis has been 
diagnosed or clinically suspected. Gastroscopy 
is the only exact way of making this diagnosis. 
Very exceptionally x-ray can correctly demon- 
strate chronic hypertrophic gastritis in its sever- 
est forms, not otherwise. Clinicians were handi- 
capped for years in the diagnosis of chronic 
gastritis, for lack of proofs of its existence in 
the living patient, until the gastroscopists dem- 
onstrated its frequent occurrence. 

7. Any patient for whom exploratory lapa- 
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rotomy is contemplated. The “exploratory,” in 
contemplation always disappointing to patient 
and in retrospect frequently so to the surgeon,”* 
may thereby be transformed into a therapeutic 
operation or be avoided altogether. 

8. Gastrectomized patients should be gastro- 
scoped at regular intervals after operation, in 
order to determine, as early as possible, whether 
there is a recurrence of the original lesion. If 
we wait for recurrence of symptoms, it is usually 
too late to do anything further. 

9. After gastroenterostomy, at regular inter- 
vals. If symptoms persist or recur, patients will 
usually be gastroscoped promptly, but gastro- 
coping them soon after gastroenterostomy and 
perhaps every three months for a year, before 
onset of symptoms, should uncover early any 
developing gastrojejunal ulcer or the gastritis 
which is so prone to occur in these stomachs, 
perhaps due to incorrect functioning of the new 
opening. Medical treatment or further surgery 
could thereby be instituted much earlier. 

10. Patients with blood dyscrasias should be 
gastroscoped. Pernicious anemia is accompanied 
by all grades of atrophic gastritis and has been 
shown to yield to liver therapy.’ Polypoid car- 
cinoma, which may be accompanied by macro- 
cytic anemia, can be missed by x-ray, unless the 
most careful compression technic is available. 

11. Patients with known atrophic gastritis 
should be gastroscoped at regular intervals. It 
is thought by some to be the forerunner of gas- 
tric carcinoma.” 

12. Patients in whom the rarer lesions of 
the stomach may be present. Too little is known, 
before post mortem, of gastric tuberculosis, 
syphilis, lymphoblastoma’* and other granu- 
lomas. Lesions of these diseases, primary else- 
where, may suggest because of the patient’s 
symptoms involvement of the stomach. 

13. Lastly, there is the very important indi- 
cation of the gastroscopic follow-up during ther- 
apy of gastric careinoma, gastric ulcer and 
chronic gastritis. 

Roentgen therapy, in recent years, has been 
employed for certain types of gastric carcinoma. 
The estimation of amounts of therapy, of repe- 
tition of courses of therapy, of effect on the 
lesion by a particular course of therapy has been 
greatly handicapped by our indirect methods of 
viewing the lesion. Gastroscopy offers the direct 
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visualization of gastric cancer that we now have 
of skin or cervix uteri lesions, by reason of their 
open position. Similarly, our check on the heal- 
ing of gastric ulcer, during medical manage- 
ment, has been limited to x-ray. The symptoms 
of the patient recede some time before disappear- 
ance of the x-ray crater. The latter has been our 
best criterion of healing. The gastroscope dem- 
onstrates that these ulcers remain unhealed, 
though they become very shallow, after the x-ray 
becomes negative.*® The end process of healing 
through scar formation and complete epitheliali- 
zation is the stage which the gastroscope only 
can reveal and which can give the clinician and 
the patient confidence that treatment may be 
stopped. Thirdly: the gastroscope only can dis- 
close the effect of treatment on chronic gastritis. 
These inflammatory lesions, with or without 
shallow erosions, elude the roentgenologist. It 
will eventually be the gastroscopist, who will 
decide the effectiveness of any therapy of gas- 
tritis. 
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THERAPY 
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CHICAGO 


Reviewing the history of pneumothorax 
therapy, we find that its value in the treatment 
of pulmonary tuberculosis, was slow in receiving 
general recognition. Favorable reference to the 
procedure by so strong a personality as John B. 
Murphy in 1898" was apparently too premature 
to create any great amount of interest in its 
therapeutic application. As late as 1929, in an 
address before the American Association for 
Thoracic Surgery, in a discussion of induced 
paralysis of the diaphragm, the statement was 
made that “pneumothorax properly induced and 
repeated will provide an inconstant reduction in 
intrapleural negative pressures. It creates a 
lesion, a cavity filled with an irritating gas. In- 
stead of effecting a natural and dangerless adap- 
tion, it imposes an abnormal state, not without 
danger, that is less beneficial.” 

The present regard for pneumothorax therapy 
as contrasted with the indifference toward its 
value for so long a period is of more than pass- 
ing interest. Why this procedure which fre- 
quently lends itself so ideally to the cure of pul- 
monary tuberculosis, should have been so tardy 
in receiving general acceptance, may in a meas- 
ure be evident upon consideration of the prob- 
lems involved in its successful application. Their 
manifold and complex character and the difficul- 


Read before Chicago Tuberculosis Society, Feb. 18, 1937. 
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ties attending their satisfactory solution are 
familiar to the phthisiotherapist. The present 
status of pneumothorax treatment is based upon 
a better understanding of these inhibitory fac- 


‘ tors, increased knowledge of which may serve 


to further enhance its therapeutic possibilities. 

Indications for Pneumothorax Therapy. The 
tendency to limit the indications for pneumo- 
thorax therapy has been largely responsible for 
its failures. Originally employed in unfavorable 
cases, recent years have witnessed a more liberal 
attitude toward its use. 
tion continues to retard its therapeutic poten- 
tialities. 

A definite diagnosis of active pulmonary tuber- 
culosis should demand early consideration of 
pneumothorax in the plan of treatment. In the 
presence of positive sputum or repeated hemopty- 
sis there is little point in waiting to see whether 
an active lesion will recede or advance or if a 
cavity will decrease in size. The observation 


that some patients improve without the benefit 
of pneumothorax is not an adequate reason to 
delay its application. A wealth of statistics con- 
firms the fact that conservative measures in 
patients with positive sputum fail to compare 


in any manner at all favorable, with the results 
of this type of lung compression. 

With the exception of chronic fibroid tuber- 
culosis, bilateral bronchopneumonia and miliary 
involvement, pneumothorax offers the patient 
the best chance of cure both in unilateral and 
bilateral involvement. The striking results not 
infrequently observed in the latter type of cases, 
even in the presence of advanced cavitation con- 
stitute an outstanding achievement in therapy. 
Its prompt use in unilateral tuberculous pneu- 
monia may be a life saving measure. 

imitations. _Pneumothorax has its limita- 
tions. No free pleural space may be found. In 
the greater number of patients the character of 
the collapse is only partially satisfactory and in 
many instances of no definite value from a 
therapeutic standpoint. Its use does not per- 
mit exclusion of the conservative measures which 
have proved to be of value. 

The use of pneumothorax in the individual 
patient must of necessity depend upon the judg- 
ment of the clinician. Differences of opinion 
exist with regard to the advisability of its appli- 
cation in exudative lesions in the absence of 
cavity formation. The importance of these diver- 


Delay in its applica-. 
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gent views lies in the fact that air induction 
is in many instances delayed to the disadvantage 
of the patient. It has been often observed that 
x-ray plates taken immediately after pneumo- 
thorax reveal that a lesion regarded as purely 
exudative shows definite areas of cavitation. 

Pneumothorax therapy has no place in the 
presence of circulatory or respiratory involve- 
ment associated with more or less permanent 
dyspnea. While the presence of severe compli- 
cations such as advanced laryngitis, enteritis and 
genito-urinary disease may contraindicate its 
use, we not infrequently observe a salutary effect 
upon these conditions. I might state that 
patients under pneumothorax treatment are ap- 
parently less prone to develop the complications 
mentioned. 

Progress in the Untreated Lung. The effect 
of pneumothorax on the untreated lung is prob- 
lematical. No definite changes are apparent in 
the larger number of patients. In bilateral in- 
volvement, especially in old chronic cases, a 
decided improvement may occur in the other 
lung. In relatively few patients, usually in the 
presence of an unsatisfactory collapse and more 
often in bilateral cases, the progress in the un- 
treated lung is unfavorable. It is difficult to 
analyze the factors controlling the phenomena 
in the contralateral lung in the individual case. 
In some instances the unfavorable manifestations 
appear almost immediately; in others they may 
be long delayed. It is questionable whether 
pneumothorax itself has any direct bearing upon 
the development or the progress of the disease 
in the untreated lung. 

Adhesions. The problem of adhesion forma- 
tion is closely interwoven with the success or 
failure of pneumothorax therapy. Adhesions 
not only interfere with favorable lung compres- 
sion, but constitute the chief cause of the com- 
plications which may develop during treatment. 
Adhesions are found in the majority of patients 
treated. G. L. Stivers in a recent article? pre- 
sents an insight into the problem of adhesions 
and their role in preventing satisfactory artifi- 
cial pneumothorax. He summarizes the aver- 
age results of compression in 100 cases as 
follows: 


10 cases—complete collapse—satisfactory. 

10 cases—selective collapse—satisfactory. 

20 cases—partial collapse—eventually may be satis- 
factory. 
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20 cases—incomplete collapse—unsatisfactory—pneu- 
mothorax given only to prolong life. 

15 cases—unsatisfactory collapse—unsuitable for in- 
trapleural pneumolysis—other surgery indicated. 

3 sases—accepted for intrapleural pneumolysis but 
found unsuitable at time of thoracoscopy. 

22 cases—declared appropriate by thoracoscopy for 
intrapleaural pneumolysis. 

These statistics show that at least 60% of 
patients were unable to benefit by pneumothorax 
alone and that adhesions constituted a problem 
in about 80% of cases. 

The favorable results of neumothorax therapy 
in the absence of adhesions as contrasted with 
the limitations of the procedure in their pres- 
ence, have given impetus to the development of 
pneumolysis, the discussion of which is not 
within the scope of this paper. 

It would seem desirable to consider the ques- 
tion of interference by adhesions from the stand- 
point of prevention as well as treatment. The 
fact that most patients are far advanced when a 
diagnosis is made, combined with the frequent 
delay in the application of pneumothorax, may 
have an important bearing on the problem. Ad- 
hesions have had ample time to become firm and 
well organized. Earlier diagnosis or at least 
early use of pneumothorax would tend to favor- 
ably influence the situation. A relatively short 
period of waiting may determine the difference 
between an adhesion which will stretch suffi- 
ciently to permit of a satisfactory collapse and 
one which will not. 

Cavities located in the periphery of the lung 
should be collapsed at once. Their marked ten- 
dency toward adhesion formation and the likeli- 
hood of these adhesions to interfere with satis- 
factory compression as the cavity increases in 
size has been often observed. Thin walled cavi- 
ties located near the pleural surface are always 
accompanied by a localized pleuritis. The thick- 
ened pleura may mask the outlines of the cavity 
so that an x-ray plate taken subsequently may 
leave the impression that the cavity has healed, 
only to reveal in later films that the observa- 
tion was incorrect and that cavitation has pro- 
gressed. The pleural adhesions have had ample 
time to become well organized and cumpression 
is not only impossible but dangerous. 

A more radical attitude towards the use of 
pneumothorax before cavitation has occurred 
may minimize the possibilities of interference 


by adhesions. A moderate collapse may be suffi- 
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cient under such conditions to obtain a fayor. 
able result. This may be accomplished even ip 
the presence of thick well organized bands. With 
cavitation, however, compression must permit of 


cavity closure to attain the desired result. It is ; 


here that adhesions play an important role. The 
larger the cavity, the greater the possibility of 
failure resulting from progressive adhesion for. 
mation. 

The handling of adhesions which prevent a 
satisfactory collapse is a delicate matter. High 
tension pneumothorax should as far as possible 
be avoided. It is the chief cause of gomplic- 
tions which often terminate fatally. In the ab 
sence of positive intrapleural pressures, when 
adhesions prevent the proper compression of a 
cavity it may be advisable to continue air induc- 
tion for a period of three months before direct 
treatment of the adhesions is undertaken. If 
adhesions prevent cavity closure it is unwise to 
continue pneumothorax indefinitely. Supple- 
mentary measures must be employed to facilitate 
compression. 

Pleural Exudates. Serous exudates are usually 
observed during pneumothorax treatment. As 
a rule the amount of fluid is insufficient to cause 
respiratory embarrassment and the constitutional 
symptoms are relatively mild in character. As 
long as there is a negative pressure in the pleural 
cavity, air should be administered, regardless 
of the effusion. If the intrapleural pressure be- 
comes neutral or positive the fluid should be re- 
moved and replaced by air. The tendency noi 
to disturb large effusions in the absence of 
symptoms or discomfort based upon the idea that 
they maintain compression the same as air, may 
interfere with the success of the treatment. 4 
thickening of the pleural surfaces with gradual 
absorption of the exudate may mask the expat- 
sion of the compressed lung, leading to an 
obliteration of the pneumothorax cavity. 

Acute tuberculous pleurisy is a serious con- 
plication. The high fever and other constitu- 
tional symptoms may continue for many weeks t0 
the marked disadvantage of the patient. Re 
moval of the fluid is usually followed by im- 
provement which, however, may only be transient 
in character. The condition usually terminates 
in pyopneumothorax. If the pneumothorax 


cavity does not communicate with a bronchus, 
the course of the latter condition is frequently 


Removal of the purulent exudate 


favorable. 
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and the injection of small amounts of sterile 
olive oil has been followed by recovery. If a 
bronchial fistula is present the situation is more 
difficult. 

I shall not discuss the question of endogenous 
or exogenous infection in connection with pleural 
exudates except to state that the probabilities 
are, that these conditions are endogenous in 
origin and that high tension pneumothorax, 
whether due to the administration of excessive 
amounts of air or undue strain upon adhesions 
may be a factor in their cause. 

Technic. It is not my intention to elaborate 
upon the fundamentals of pneumothorax technic 
aside from discussing its possible relationship to 
the occurrence of pleural shock, air embolism, 
spontaneous pneumothorax and surgical emphys- 
ema. A proper appreciation of the elementary 
principles of pneumothorax administration 
should accomplish much in the elimination of 
these hazards. 

A cautious and deliberate approach along with 
the generous use of local anesthesia is essential 
in every case. Every effort should be made to 
render the procedure painless, beginning with an 
intradermal wheal and continuing with a slow 
infiltration of the deeper tissues until the pari- 
etal pleura is anesthetized. The syringe should 
at all times contain novacaine solution. The free 
entry of air into the syringe is at once apparent 
and the basis of any interference easily deter- 
mined. Adherence to this simple method of 
thoracentesis will in the majority of instances 
eliminate the syndrome of circulatory collapse 
ascribed to pleural shock and will materially 
lessen the possibility of air embolism. It would 
seem unnecessary to advise that no air be given 
unless the manometer shows a definite and re- 
peated negative excursion of at least three c.m. 
of water. The several cases of air embolism 
which T have seen, occurred in connection with 
in attempt to induce a little air in the absence 
of a definitely negative reading. 

With the exception of treatment of hemopty- 
‘is it is desirable to administer small quantities 
of air at frequent intervals rather than large 
‘mounts. A positive manometer reading even in 


the presence of a good negative pressure should 
‘lways be regarded as a danger signal. Positive 
plssures may mean tension on adhesions, and 
lension on adhesions may result in tears of the 
lung with consequent air embolism or spontane- 
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ous pneumothorax and its resulting complica- 
tions. 

Factors concerning the efficiency of pneumo- 
thorax must be recognized and carefully evalu- 
ated. In this connection, frequent fluoroscopic 
examinations and x-ray plates are indispensable. 
The basis of symptoms arising during treatment 
should be ascertained. They may be the fore- 
runners of serious complications. 

Under satisfactory circumstances, pneumo- 
thorax should be continued for at least 3 years. 
In a previous publication,* I stated that “artifi- 
cial pneumothorax once established, should be 
maintained as long as the pleural space permits 
of the injection of air under negative pressure.” 
I am still inclined toward this opinion. 

CONCLUSIONS 


Pneumothorax when applicable is the most de- 
sirable and efficient method of lung compres- 
sion. Its prompt use in positive sputum cases 
and in repeated hemoptysis due to pulmonary 
tuberculosis should be encouraged. 

Tardiness in its use has been largely responsi- 
ble for its failures. 

Early diagnosis and the early use of pneu- 
mothorax will favorably influence the solution of 
the problem of adhesion formation and its in- 
terference with satisfactory lung compression. 

Careful and painstaking technic will avoid 
many accidents and complications. 

The phthisiotherapist is now in position to 
offer a constructive plan of treatment in the in- 
dividual case as well as an improved prognosis. 
This has resulted from the wider appreciation 
of the therapeutic value of pneumothorax ther- 
apy and other methods of lung compression de- 
veloped as a corollary to its use. 
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PERNICIOUS ANEMIA SIMULATING 
LEUKEMIA 


Specific Response to Parenteral Liver Pxtract 
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CHICAGO 


The differential diagnosis between the early 
stage of severe anemias and acute forms of leu- 
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kemia is frequently very difficult. Acute leu- 
kemia may be accompanied by or even preceded 
by a severe and rapidly progressive anemia. Per- 
nicious anemia is usually accompanied by a nor- 
mal or slightly decreased leucocyte count and at 
times by a relative increase in lymphocytes. 
Rarely cases of Addison anemia have been re- 
ported with many premature cells. In the case 


here reported the initial picture was that of a 
severe anemia with a high color index and an 
accompanying finding of a subleukemic myelo- 
sis. The parenteral administration of liver ex- 
tract rapidly changed this picture and caused 


a disappearance of the premature white blood 
cells with a good reticulocyte response and re- 


generation of red blood cells as is so characteris- 
tically found in pernicious anemia. 
REPORT OF CASES 


A white woman, M. R., 34 years old, married, two 
children, entered the Grant Hospital, January 23, 1933. 


Her past history was essentially negative. Several 


months prior to entrance she had a period of weakness 
followed by complete recovery. Since December, 1932, 
she had become progressively weaker and had been 
bedridden for the previous three weeks. There was a 
ten pound loss of weight. Two weeks before entrance 
she developed an irritative non-productive cough. For 
the last few days she vomited continuously and could 
retain no food or medication and very little water. 
There was a pallor with a slight yellow tinge. The 
tongue was smooth and pale but there was no burning 


or soreness. Roentgenological examination of the teeth 


showed several rarefied areas at apices due to apical 
abscesses. Heart was enlarged and loud hemic mur- 


murs were heard, There were many moist rales at the 
bases of lungs. Nothing abnormal could be felt in the 


abdomen. The spleen was not palpable. There were 
mild symptoms of paresthesia in the legs but the re- 
flexes were normal. Temperature varied from 100 F. 
to 102 F. Weakness was extreme and this coupled with 
difficulty of retaining food made the patient appear in 
extremis. 

Examination of blood: 
erythrocytes 1,000,000, hemoglobin 30%, 
9,100, polymorphonuclear neutrophiles 34%, metamye- 
locytes 6%, promyelocytes 13%, eosinophiles 1%, 
myeloblasts 5%, lymphocytes 37% and monocytes 4%. 
Poikilocytes, megalocytes and polychromatophiles were 
present in large numbers. There were 53 normoblasts 
and 11 erythrogonias to 100 white blood cells. 

Dr. Richard Jaffe wrote the following comment: 
“Marked anisocytosis and poikilocytosis. Many poly- 
chromatophiles and basophilic stipplings. The mye- 
locytes are very large. This is the blood picture of 
subleukemic myelosis.” 

Gastric analysis showed no free hydrochloric acid 
and this finding has persisted up to the present time. 

Before entering the hospital she had tried to take 
some liver extract but had been unable to retain it, 


The blood count showed 
leucocytes 
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The severe anemia with high color index, achlorhy- 
dria, smooth tongue and slight parasthesia of the legs 
suggested the diagnosis of pernicious anemia. The 
large number of premature white blood cells presented 
the picture of a subleukemic leukemia. The possibility 
of a malignancy, affecting the bone marrow was con- 
sidered but x-ray examination of several long bones 
showed normal structure. 

On January 25 an intramuscular injection of 2 cc. 
of liver extract equivalent to 30 grams of liver, was 
given and repeated January 27 and daily thereafter 
throughout the patient’s stay in the hospital, 

A week after beginning treatment the hemoglobin 
was 40% and the red blood count was 1,600,000. There 
were 19 normoblasts and 3 erythrogonias to 100 white 
blood cells. The reticulocyte response was 9%. The 
leucocyte count was 11,000 with polymorphonuclear 
neutrophiles 57.6, metamyelocytes 6.4, promyelocytes 
1.6, basophiles 0.8, lymphocytes 28.8 and monocytes 4.8, 

February 4 the hemoglobin increased to 50% and 
the red blood count to 1,560,000. The patient felt much 
better and could retain food. There were only 3% 
premature cells and in all the subsequent blood counts, 
none were found, 

From this time on steady progress was made and 
by the sixth week after onset of treatment the patient 
was out of bed. Her hemoglobin was 65% and the 
red’ blood count 3,400,000. 

After leaving the hospital she returned to the dispen- 
sary and was given a weekly injection of liver extract 
equivalent to 30 grams of liver extract until her hemo- 
globin returned to 75% and the red blood count to 
4,260,000, 

At this point it remained stationary from week to 
week, As some mild nervous symptoms were still 
present and as a normal count is apparently necessary 
to control these, the weekly injections were increased 
to an ampule equivalent to 100 grams of liver extract. 
This caused practically no change in the blood count. 

Following one injection a reaction occurred. Almost 
immediately after the needle was withdrawn, the pa- 
tient became pale and complained of a terrific headache. 
The systoliq blood pressure fell to 102 and the pulse 
was rapid and small. An injection of adrenalin and 
4 grain of morphine was given with relief of symp- 
toms in ten minutes. This was followed by severe 
vomiting and then apparently complete recovery with 
no recognized after effects. 

Since this time she has continued to take liver ex- 
tract per mouth. The red blood count averages about 
4,220,000 and the white blood count from 8600 to 910 
with a normal differential. count. 

In April, 1934, she finally consented to having her 
teeth extracted and six large apical abscesses were 
found. The removal of this large source of infection 
did not alter the blood count in any way. 

In October, 1934, the liver extract was stopped and 
the blood count carefully watched. It remained sta- 
tionary for five weeks and then fell gradually but 
progressively to 3,800,000. At this point the liver ex: 
tract was again resumed and has been continued since. 
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The erythrocyte count July 31, 1936, was 4,980,000 
with 82% of hemoglobin. The higher recent count 
followed the use of liver extract with stomach extract. 

Comment. Although the initial picture is not 
characteristic, the progress of this case and the 
response to liver is similar to that of pernicious 
anemia. Brugsh and Nagelbach have reported a 
ease of pernicious anemia in which the admin- 
istration of liver was followed by the appearance 
of very immature white cells in the peripheral 
blood. This phase was of short duration. So 
little liver was retained when first given per 
mouth, it is doubtful if this factor could be re- 
sponsible for the unusual blood picture in the 
present case. 

Before the administration of the parenteral 
liver the patient’s condition appeared hopeless. 
After its administration the improvement was 
rapid and progressive and all of the premature 
white cells rapidly disappeared. 

SUMMARY 

1, A case is presented of a macrocytic ane- 
mia with an associated picture of a subleukemie 
myelosis, 

2. Oral administration of liver extract was 
unsuccessful and had no affect on the rapid 
unfavorable progression of symptoms. 

3. The parenteral administration of liver 
extract led to a rapid remission and disappear- 
ance of all premature white cells. 

!, A reaction to intramuscular liver extract 
is reported. 


5 So. Wabash Ave. 





A PTERYGIUM OPERATION 
CrarkK W. Haw tey, M. D. 


CHICAGO 

Back in the early nineties, when Dr. Fred Hotz 
was doing plastic surgery with skin grafts to 
tebuild deformed eye sockets, he suggested to 
me that the same kind of skin graft might be 
used to get rid of pterygia. I thought the idea 
a good one, and as I had poor success with other 
operations, I proceeded to develop the one de- 
scribed below. 

The objects to be obtained are two: one, to 
get rid of the tumor, and the other to restore the 
lear cornea. Both objects were accomplished at 
my first attempt. Dr. Gifford of Omaha used 
mucous grafts frem the mouth, but I did not 
find them as good, as it often left a thin film on 
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the cornea which in effect was a return of the 
tumor, a false one. As the mucous graft is of 
the same kind of tissue, it climbs right back. 
There is one objection to the operation, and that 
is at one step where it is much more difficult to 
perform than many others. But an eye surgeon 
with ordinary operative ability can perform it 
successfully. I would suggest that he cut several 
grafts before he tries it on a patient as it must 
be very thin to obtain the best results. 

Grasp the tumor by its head and dissect it 
back to the corneal edge being careful not to dis- 
sect back at the upper and lower corners stopping 
at the conjunctiva, as any space left at these 
points will allow the tumor to crawl around on 
to the wound and cause a return of the pteryg- 


I have had this occur to my sorrow, requir- 


ium. 


ing a start over again. Dissect the tumor at the 
center slightly when it will retract nearly to the 


suleus, leaving an exposed sclera. Now select 
some spot on the patient’s body where there are 
few hairs, though this is not essential as we do 
not cut into the hair bulbs. I usually select 
behind the ear, or a good point is the back of 
the ear. Some times I have gone to the inner 
side of the thigh. Shave off the horny layer only, 
keeping the graft on the razor and cut a curved 
section which is to come next the cornea when 
placed on the exposed sclera. Drop a drop of 
water on the graft so that it will slip off the 
razor onto the sclera, tucking the graft at the 
corners slightly under the conjunctiva, smooth 
down the graft carefully. A good assistant is 
very necessary from now on to the end, as he 
must hold the graft in place while the sewing 
is done. I have found a stabismus hook the best 
for holding the graft in position. Have a half 
curved needle threaded with not too coarse 
silk thread. Grasp one of the corners of the skin 
at the back, raise it carefully so as not to let the 
graft slip and turn over as it is impossible to 
recognize the upper side to replace it. I find it 
helps in the passing of the needle to have the 
assistant grasp the graft opposite your hold. If 
the accident of a turnover occurs you must cut 
another graft. I have had this occur by the 
carelessness of the assistants holding. Pass the 
needle through the graft between the two hold- 
ings and on under the conjunctiva diagonally up- 
wards and backward well to the sulcus and tie 
not too tightly but enough to keep the graft from 
slipping onto the corneal wound. Do the same 
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with the other corner. This is not to hold the 
graft onto the sclera but to anchor it so that it 
will not slip onto the corneal wound. Smooth 
down the graft carefully so as to be sure it is 
where you want it. Now clean the wound of 
the cornea of all tags. You now have placed in 
front of the pterygium a tissue different from the 
tumor and it cannot crawl back. The graft the 
next morning will have a pretty pink look if you 
have a thin graft. You may now remove the 
stitches if you desire. 

The graft will soon begin to shrink to a mere 
point at the corneal edge or entirely disappear. 
If too thick you may have to dissect it off later 
on. The cornea will regenerate itself and in 
time the eye will look perfectly normal. 

To illustrate what can be accomplished, I will report 
a few cases. My first one was an old man from the 
country, with pterygia on the outer portion of each 
eye and they had grown so far onto the cornea that 
it obstructed vision. I removed them by the method 
described with perfectly clear corneas for both eyes. 
The next one was a merchant from Lake Geneva with 
an advanced pterygium of the left eye that had been 
operated on unsuccessfully before. The result was 
so perfect that several months later when I wanted 
to show it to another patient I had to ask the mer- 
chant which eye I had operated on. The most inter- 
esting case is one that I operated on in Mexico for a 
doctor there. He had the man. a poor peon, brought 
to his office. He had tumors on both eyes which had 
grown to the pupils and made him blind so that he 
had to be led to the office. I operated on one eye 
and when I returned from a trip into the mountains 
the man came to the office alone. I left the other eye 
for the doctor to do, but he wrote me later that the 
one operation was so successful that he was afraid 
to do the other eye. 

I have done a number since and have had no 
failures. So far as my experience goes, I believe 
that it is the only operation of choice, especially 
for large pterygia. 

185 N. Wabash Ave. 





SOLITARY CYST OF THE KIDNEY 


Discussion and Case Report 
CuHaAr.LEs E, Boytan, M. D. 
Attending Surgeon—Swedish Covenant Hospital 
CHICAGO 


Cysts of the kidney present a variety of symp- 
toms, depending on their size, character and rela- 
tion to adjacent structures. They are for. the 
most part of congenital origin and vary in size 
from small pea-size cysts, such as those found in 
the course of chronic nephritis, to the enormous 
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dimensions of the solitary cyst. These latter 
become so huge that at times they may be pal- 
pated through the abdominal wall. 

Cysts of the kidney are of clinical importance 
chiefly because of their ability to simulate other 
intra-abdominal conditions. They may increase 
in size, gradually pushing forward the posterior 
peritoneum and becoming adherent to va- 
rious intra-abdominal structures. Inflammatory 
changes frequently occur and produce symptoms 
referable to the viscus to which they are adher- 
ent. 

For the sake of convenience cysts of. the kid- 
ney have been divided into the following classifi- 
cations: 

1. Minute cysts of congenital origin. 

2. Large single cysts, or so-called “Solitary 
Cysts.” 

3. Congenital polycystic disease. 

4. Blood cysts. 

5. Para-pelvic cysts. 

Minute Cysts of Congenital Origin: These are 
very small, may be single or multiple, and are 
seen either on the kidney surface alone, or may 
occur in the deeper portions of the parenchyma. 
Some are of congenital origin, while others occur 
in cases of chronic nephritis. Lubarsch believes 
that the majority are retention cysts, whereas 
Ribbert thinks they are all of congenital origin. 

Solitary Cysts: These are of congenital origin 
and are of clinical interest because they may 
simulate not only intra-abdominal pathology, 
but also a renal neoplasm. They are usually 
unilateral, but may occur in both kidneys. 
These cysts vary in size from a hazel nut 
to one containing twelve liters. The average 
size, according to McKim and Smith is 15 
c. They are more frequently found at the 
lower pole, but may occur at the upper. They 
are thin walled, in intimate contact with the 
adjacent parenchyma and contain a serous fluid. 
In the majority of cases there is no compres 
sion or distortion of the calices or pelvis of the 
kidney. In certain instances the cyst may attain 
a sufficiently large size to compress the pylorus 
or colon. Usually there is no communication 
between the cyst and renal pelvis. 

Polycystic Kidney: In this condition, the 
kidneys are usually larger than normal and are 
sometimes enormous. Grossly, the kidney sul 
face is irregular, due to numerous underlying 
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cysts. On section, many cysts are seen inter- 
spersed with small areas of normal appearing 
kidney parenchyma. Several theories have been 
advanced regarding their formation, the most 
commonly accepted being the view of Hilde- 
brandt, who based his conclusions on our present 
day conception of the dualistic formation of the 
winiferous tubules. He believed that cyst for- 
mation is due to a failure of union between the 
collecting tubule and the metanephrogenic an- 
lage, and that with the beginning of secretory 
activity of the glomerulus and kidney tubule a 
cyst is formed. This view was confirmed by Rib- 
bert, Meyer and many others and is today the 
most generally accepted theory of the formation 
of polycystic kidney. 

Blood Cysts: Judd and Simon collected fif- 
ten cases of hemorrhagic cyst of the kidney. 
They state that blood cysts differ from solitary 
cysts chiefly by their contents. The fluid of a 
solitary cyst is clear and serous, whereas that 
of a blood cyst is thin and brownish in color. 
In one case described by Judd and Simon, a 
mass could be palpated over the left kidney 
region, the cyst was located at the lower pole and 
contained 700 ec of thin brownish fluid. These 
cysts resembled solitary cysts both clinically and 
pathologically. 

Parapelvic Cysts: Haslinger reported an un- 
usual case under the title of “Multilocular Cyst 
of the Kidney.” There were recurrent attacks 
of colicy pain accompanied by oliguria. One 
could palpate a fist sized mass over the right 
A preoperative diagnosis of intermit- 


kidney. 
tent hydronephrosis was made because of the 
evidence of pelvic retention. At operation a mul- 
tilocular cyst was found apparently arising from 


the renal pelvis. The cyst contained a thin 
brownish fluid, measured 9 cm. in diameter and 
had a narrow pedicle. Haslinger believes it to 
have had its origin in some persistent tubules of 
the mesonephros. 

The following case presented an almost per- 
lect clinical picture of acute appendicitis, and so 
lefinite were the symptoms and signs that only 
a fleeting thought of differential diagnosis was 
entertained. 

Case 1. C. B. H., aged 34 years, white, male, gave 
the following history: He had been in excellent health 
until about one and one-half hours after eating his 
‘vening meal when suddenly he began to experience 
cramp-like pain in the epigastric region. The pain 
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became rapidly more severe and approximately two 
hours from the onset shifted to the lower quadrant. 
At no time was the pain referred to the lumbar region, 
nor did it radiate to the testicle. When seen, in addi- 
tion to the pain, the patient complained of nausea and 
stated that he had vomited once. 

Physical examination revealed exquisite tenderness 
over McBurney’s point. There was an increased mus- 
cular resistance to deep pressure over this area. There 
were no palpable masses and no tenderness in either 
lumbar region. Temperature was 99°; pulse 96; res- 
piration 20. White blood count was 13,800, the 
differential indicated 92% polymorphonuclear leuco- 
cytes. The urine analysis showed no positive findings. 
Further questioning revealed that the patient had suf- 
fered constipation for several years and had had a 
somewhat similar attack of pain two years ago but of 
a considerably milder character. 

The clinical picture was regarded as that of acute 
appendicitis and immediate operation was advocated 
under general anesthesia. The abdomen was opened 
through a right para-median incision. A large inflam- 
matory mass was noted just to the left of the midline, 
tense, slightly fluctuant and evidently containing fluid. 

Further exploration revealed that the mass was 
retroperitoneal, and as it increased in size had dis- 
placed forward surrounding structures. The cyst 
was dissected free, aspirated, and three liters of an 
amber fluid removed. The cyst sac was then opened 
and traced posteriorly as far as possible. Because of 
the patient’s condition extensive exploration was 
deemed unwise. Therefore, as much of the cyst sac as 
could be delivered was resected and ligated and the 
posterior peritoneum closed. A cigarette drain was 
inserted and the abdominal wall closed in layers. 

Events: The patient pursued a stormy post-operative 
course. He complained continually of severe pain in 
the left lower quadrant. He developed considerable 
abdominal distention and vomited frequently, then 
rapidly developed a paralytic ileus from which he ex- 
pired four days after operation. 

Autopsy: On opening the abdomen, one could see 
distended loops of small bowel filled with fluid, the dis- 
tention beginning at a point 5% feet from the cecum. 
The cecum and appendix were situated high, just 
posterior to the lower margin of the right lobe of the 
liver. The appendix was grossly normal. A collapsed 
cystic sac was present in the left retroperitoneal area. 
The cyst measured 20x6x6 cm. and extended from the 
upper calices of the left kidney to the posterio-inferior 
surface of the bladder. The remaining portion of the 
cyst measuring 8x6x6 cm. had been removed at oper- 
ation. The cyst wall was smooth and the external 
surface contained fatty tissue. The contents of the 
sac consisted of an amber blood-tinged fluid. 

Analysis of the cyst contents revealed the following : 
Spec. gravity 1010; reaction alkaline; bile negative; 
sugar negative; albumin ++-+-+; urea 14 Mg.; many 
R.B.C., occasional W.B.C.; bacteria negative, culture 
negative, disastase negative. 

The left kidney weighed 100 gm. and the capsule 
stripped easily. A sectioned surface revealed a normal 
cortico-medullary ratio and the cystic mass apparently 
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attached to the upper calices. The left ureter was di- 
lated to 3-4 cm. in diameter. The right kidney weighed 
190 gm. and had an easily removable capsule. Sectioned 
surface of this kidney also revealed a normal cortico- 
medullary ratio. The right ureter was 25 cm. in cir- 
cumference. 

The mucosa of the urinary bladder was of a pale 
pinkish color and no diverticula were found. There 
was no evidence of an accessory ureter. 

When the mass in the left lumbar region was dis- 
sected, the cyst was found to extend to the left kidney 
and to end blindly at one of the upper calices. The 
left ureter although attached to the cyst wall was easily 
separated. The calices of the left kidney were slightly 
dilated as was the renal pelvis. 

Microscopic examination revealed the cyst wall to 
be composed of a fibrous stroma, small vessels and 
many lymph spaces. A small amount of adipose tissue 
was also present. No mucosa could be identified and 
no epithelial cells were noted. 

The pathologist’s diagnosis was therefore that of a 
solitary congenital retroperitoneal cyst attached to the 
left kidney, and probably arising from a calyx in its 
development from the mullerian duct. 


Solitary cysts of the kidney are 
seldom recognized clinically as such. Hepler in 
1930 was able to collect only 249 cases from the 
entire medical literature. They are commonly 
classified as serous and hemorrhagic cysts. 


Comment: 


Etiology and Pathogenesis: It was believed 
by early writers on the subject that congenital 
cystic kidney was produced by a mechanical 
blocking of collecting tubules and subsequent 
retrodilatation. Recently Hepler has artificially 
produced such a cyst in a rabbit’s kidney by ful- 
gurating a papilla and ligating the artery which 
supplied the same pyramid. He thus produced 
obstruction to urinary secretion, in addition to 
anemia of the secretory tissue obstructed. From 
this experiment he concluded that the etiology of 
all serous and hemorrhagic cysts is not the same. 
He believed that they may be produced as the 
result of obstruction to the secretion of a group 
of tubules and interference with the blood supply 
of these tubules. 

Embryologte Consideration : 
tary cyst of the kidney is believed to be caused 
by the failure of union of the two embryonic 
elements from which the permanent mammalian 
kidney is formed. The ureteral bud grows into 
the renal blastema or metanephros and after 
expanding to form the renal pelvis, gives off the 
major and minor calices. From the minor 
calices, through many divisions, are formed the 
collecting tubules. Ordinarily the collecting 


Congenital soli- 
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tubules unite with the convoluted and other 
tubules which develop from the secretory cells of 
the renal blastema. A failure of these two por- 
tions to unite is at present the most generally 
accepted explanation of the origin of congenital 
solitary cyst of the kidney. 

As a rule, solitary cysts lie just beneath the 
true capsule of the kidney and extend down to 
the kidney pelvis from which they are separated 
by a thin wall. As these cysts increase in size 
they sometimes create a capsule of compressed 
kidney tissue around the periphery. The wall 
of the cyst is densely adherent to the kidney sub- 
stance and cannot be readily shelled out. The 
usual site of origin is at either pole of the kid- 
ney. 

Symptoms and Diagnosis: As a rule, no uri- 
nary symptoms are noted in this condition. Cysts 
of the upper pole may produce misleading symp- 
toms from pressure on adjacent structures and 
are palpable only quite late in their development. 
Cysts of the lower pole when sufficiently large 
to produce pressure symptoms are usually pal- 
pable. 

Pyelography may at times show the actual out- 
line of the cyst. A filling defect will be noted 
if the cyst encroaches on the cavity of the pelvis. 
Such pyelograms when the cyst cannot be pal- 
pated are usually interpreted to be tumors of the 
kidney parenchyma. A function test made on 
the affected side may show a diminished output 
due to extensive kidney destruction resulting 
from pressure. 

Summary: 1. A case is reported herein indi- 
cating an almost positive picture of acute appen- 
dicitis, and eventually found to be a large kidney 
cyst. 

2. One should bear in mind the possibility of 
the occurrence of congenital abnormalities even 
in the presence of a fairly clean-cut picture of 
intra-abdominal pathology. 

3. On opening the abdomen, the accidental 
finding of a large cyst especially in a male, other 
conditions being ruled out, should lead one to 
strongly suspect a renal origin even though no 
signs or laboratory findings indicate kidney 
pathology. 
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THE TREATMENT OF EMPYEMA COM- 
PLICATING ARTIFICIAL 
PNEUMOTHORAX 


JEROME R. Heap, A. M., M. D. 
CHICAGO 


Next to air embolism, empyema is the most 
serious complication of artificial pneumothorax. 
In spite of the most painstaking technique, it de- 
velops in a sufficient number of cases to make its 
treatment an important and ever recurring 


problem. 

In considering the therapy of any disease it is 
well to bear in mind the objective which one 
wishes to reach. In every instance this is cure, 
but cure by the simplest and safest means and 
with the least permanent impairment of func- 
tion. The disease which we are discussing to- 
night is a complication of a treatment of pul- 
monary tuberculosis and, in this instance there- 
fore, we must consider not only the empyema 
but the basic tuberculosis. Our object must be 
to cure the empyema as simply and safely as is 
possible, but in such a manner as to assure also 
the healing of the pulmonary disease and in the 
end to leave the patient with a maximum amount 
of functioning lung. How one handles the 
empyema must be determined in each instance 
by the condition of the lung. 

Purulent effusions complicating artificial pneu- 
mothorax can be classified under three headings : 

1, Tuberculous empyema without secondary 
infection. 

2, Empyema with secondary infection, but 
without bronchial fistula. 

3. Empyema with mixed 
bronchial fistula. 

Tuberculous empyema without secondary in- 
fection usually produces few symptoms. It is 
serious and demands treatment because in a very 
high percentage of cases bronchial fistula and sec- 
ondary infection eventually ensue, and because 
always it leads finally to such thickening of the 
pleura that reexpansion of the lung becomes im- 
possible. 


infection and 
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Confronted with a patient with tuberculous 
empyema, one must first consider the condition 
of the underlying lung. If a satisfactory pneu- 
mothorax has been maintained for some time and 
the sputum has been negative, the complication 
is an indication for permitting the lung to re- 
expand. Repeated aspiration is all that is re- 
quired. 

If the pneumothorax is satisfactory but has 
been maintained too short a period to assure 
healing of the tuberculosis, one must aim to cure 
the empyema without sacrificing the collapse. 
This can be done either by aspiration and pleural 
lavage or by inducing an oleothorax. If the 
former course is pursued the fluid aspirated must 
be replaced by air. Oleothorax, I believe, should 
be reserved for the resistant cases. The pleural 
thickening which it produces prejudices the 
chances of reexpansion of the lung. 

If the pleura is so thick the lung will not re- 
expand or if the pneumothorax is unsatisfactory 
--if a cavity is still open and the sputum still 
positive—in other words, if the cOndition of the 
lung is such as to warrant thoracoplasty, then 
thoracoplasty is indicated. It will cure both the 
empyema and the tuberculosis. When thora- 
coplasty is performed in the presence of pyo- 
pneumothorax, the pus and air must be aspirated 
before and after each stage. Otherwise, the col- 
lapse will be compromised and a dangerous posi- 
tive pressure created in the pleural cavity. 

Mixed infection of the pleural cavity is a much 
more serious complication than simple tuber- 
culous empyema. In this, toxemia is usually 
marked and failure rapid and progressive. If 
there is no broncho-pleural fistula one must strive 
to sterilize the pleural cavity by aspiration and 
irrigation without resorting to surgical drainage, 
aspiration every day and lavage of the pleura 
with azochloramide or gentian violet solution. 

If one fails in this, drainage must be insti- 
tuted, and, regardless of the condition of the 
lung, every attempt must be made to secure its 
reexpansion and the obliteration of the empyema 
cavity. Closed drainage low in the axillary re- 
gion is the procedure required, closed drainage 
because it permits the use of suction and favors 
expansion of the lung, and drainage in the axilla 
rather than behind so that the thoracoplasty, 
which will probably be needed, can be performed 
in a clean field. Usually one need be in no hurry 
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to proceed with the surgical collapse. Occasion- 
ally the empyema cavity can be completely 
obliterated without it, in which case, if the tuber- 
culosis is arrested, one’s problem is very simply 
solved. In any case, the smaller the empyema 
cavity when surgery is finally resorted to, the 
less extensive will the procedure have to be. 
Obliteration of the whole pleural cavity by re- 
section of ribs is difficult and deforming. 

Empyema with mixed infection and broncho- 
pleural fistula presents the most difficult prob- 
lem. It is particularly hard if the fistula and 
infection develop when the lung is not adherent, 
the pleura not thick, and the mediastinum still 
mobile. Under these conditions, the lung col- 
lapses completely. Closed drainage, suction and 
irrigations are impossible on account of the 
fistula and one is confronted with the necessity 
of establishing open drainage under conditions 
in which it is particularly contraindicated. I 
know of no satisfactory way of treating these 
cases. The problem of getting them into suffi- 
ciently good @ndition to go safely through a 
very extensive thoracoplasty is frequently in- 
soluble. Closed drainage with frequent small 
irrigations (small enough so that the fluid will 
not reach the fistula) or open valvular drainage 
may be used. In spite of everything, the tem- 
perature frequently remains high and the patient 
goes steadily and rapidly downhill. 

Empyema with fistula is a less serious matter 
if extensive adhesions have prevented a com- 
plete pneumothorax and the pocket is localized 
and fairly rigid. Open drainage is then defi- 
nitely indicated. This is usually followed by a 
prompt fall in temperature and a gradual reduc- 
tion in the size of the cavity. The fistula occa- 
sionally closes spontaneously. The patient’s con- 
dition is usually so good that thoracoplasty can 
be postponed until the cavity has ceased con- 
tracting. This may require a year or eighteen 
months. The time, however, is well spent, for 
the smaller the cavity becomes, the smaller the 
operation which will be required. 

Tf the residual empyema cavity is small it may 
be closed by a local Schede operation. In all 
other instances, a typical posterior extrapleural 
thoracoplasty is required with axillary stages to 
permit complete removal of all the ribs. At the 
‘final axillary stage it is usually necessary to 
carry the incision into the drainage wound and 
perform a more or less extensive Schede opera- 
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tion with resection of the chest wall over the 
remaining cavity. This is the most deforming 
and incapacitating part of the operation. It 
necessitates section of the intercoastal nerves, 
which produces a bothersome paralysis of the 
abdominal muscles, and it leaves a portion of 
the chest wall unprotected by ribs. Paradoxical 
respiration over the area may seriously reduce 
the vital capacity. In several recent cases | 


have been able to obviate this stage by reestab- 
lishing closed drainage and suction. After the 
chest wall has been collapsed by thoracoplasty 
the lung can frequently be drawn into opposi- 
tion with it and the cavity thus obliterated. 


SUMMARY 

1. Purulent effusions complicating artificial 
pneumothorax can be classified under the fol- 
lowing three headings: 

a. Tuberculous empyema without secondary 
infection. 

b. Tuberculous empyema with secondary in- 
fection but without broncho-pleural fistula. 

e. Tuberculous empyema with secondary in- 
fection and broncho-pleural fistula. 

2. Treatment of those conditions must aim 
to cure the empyema as simply and safely as is 
possible, but in such a manner as to assure also 
the healing of the original tuberculosis. 

3. If the pneumothorax has been satisfactory 
and has been maintained for a year or more, re- 
expansion of the lung should be encouraged. 

4. In simple tuberculous empyema repeated 
aspiration will frequently accomplish this. 

5. In empyema with mixed infection but 
without broncho-pleural fistula, daily lavage 
with azochloramide or gentian violet solution will 
frequently sterilize the cavity. 

6. If the pneumothorax is satisfactory but 
of two short duration, it should either be con- 
tinued after sterilization of the cavity or oleo- 
thorax should be induced. 

?. If the pneumothorax has not been satis- 
factory, sterilization of the cavity should be fol- 
lowed by thoracoplasty. 

8. In mixed infections with broncho-pleural 
fistula, drainage and thoracoplasty are usually 
indicated. They should be delayed as long as 
the temperature can be controlled by aspiration 
and lavage in the hope that the fistula will close 
and the cavity become smaller and more rigid. 

55 E. Washington Street. 
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VISCERAL PAIN 
F. J. LesEMANN, M. D. 
CHICAGO 

Perhaps the only excuse that I might offer 
for attempting to present this subject, is that as 
a general practitioner for almost thirty years, I 
have been greatly interested, not only in the 
acute pains of visceral origin, but also in the 
extremely variable, often indefinite, poorly de- 
fned pains complained of by my patients. We 
all again and again have been puzzled when our 
most earnest endeavor fails to present a cause, 
and yet our patient continues to complain. Per- 
haps at times we are justified in doubting the 
patient’s interpretation of pain, particularly as 
to its severity, but as a rule they try to be hon- 
est with themselves and with us as well. Is the 
greater fault not ours ? 

The question of visceral pain has been dis- 
cussed pro and con for many years. Some au- 
thorities formerly claimed there was no true vis- 
ceral pain. However, to the little boy who ate 
too many green apples, it matters little what you 
call it, he knows he has pain and that is the im- 
portant thing in our patient’s concept. I claim 
no originality in submitting this sketch as I 
have drawn heavily from the works of Lange, 
Ross, Mackenzie, John Morley, Capps, Zachary 
Cope, Davis and Pollock. I am not a neurolo- 
gist and therefore could not, if I would, over- 
whelm you with technically correct, experiment- 
ally compiled detail. As a colleague I am how- 
ever willing to confess that many a time I have 
pondered over acute and chronic cases and then 
asked myself “Is there something about this vis- 
ceral business that I should but do not know? 
Am I failing to read what to others is clearly 
legible ?” 

May we not think of pain as an extremely va- 
tiable interpretation, depending not only on the 
individual but his physical, nervous and mental 
state at the time of the application of the 
stimulus which registers the sensation which he 
calls pain? That some individuals are hyposen- 
‘itive and others hypersensitive is uniformly ad- 
mitted. Is pain primarily a defensive mechan- 
im? If so, then environmental adaptation 
would dictate that the parts of the body should 
respond to the stimuli which they encounter. The 
somatic tissues or that portion of the body di- 


Read before Northwest Branch, Chicago Medical Society, 
May, 1936, 
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rectly connected with the central nervous sys- 
tem, we know is sensitive to stimuli produced by 
a cut, pinch, heat, chemical, electrical and me- 
chanical irritation. The viscera, however, are 
protected from these irritants, they are within 
the abdominal and chest cavities, shielded by 
walls which do react to these danger signals. Why 
should the viscera be sensitive to stimuli which 
they normally do not receive? Furthermore, 
may the viscera not respond to stimuli which 
serve a useful purpose to them? The two stage 
colostomy caused Lemander to believe the ab- 
dominal viscera are entirely devoid of sensory 
nerves capable of producing pain and that all 
painful sensation from disease of intraperitoneal 
organs originate in the parietal peritoneum, and 
its sub-serosal layer, which is richly supplied 
with cerebrospinal sensory nerves. 

Ross thought there are two kinds of pain in 
disease of internal organs: 

1. A true splanchnic pain which is felt in the 
organ. 

2. An associated sumatic pain which is felt 
in that part of the body wall which has cere- 
brospinal nerves connected with the same seg- 
ments of the cord. 

Mackenzie thought there was no splanchnic 
pain, believing it a referred pain. He developed 
the “viscero-sensory” and “viscero-motor” re- 
flex idea from observing a hyperalgesia of the 
skin and muscular contraction due to disease of 
abdominal viscera. 

Head followed Ross’ idea of a low form of 
protopathic or visceral pain but thought the main 
manifestation was a referred pain. He outlined 
skin segments, from his studies of herpes zoster, 
to which pain is referred in visceral involve- 
ment. 

Hurst now came along and showed that the 
viscera are sensitive to their accustomed or ap- 
propriate stimuli, not cutting, pinching, burning, 
etc.; but to increased tension on their muscular 
wall. Pollock and Davis state “It is now known 
that visceral afferent impulses may appear in 
consciousness as a painful sensation and that at 
least in the stomach or intestine, there is also 
a crude form of temperature sensibility.” 

Morley in “Abdominal Pain” is convinced of 
a true visceral pain, the result of tension on the 
walls of hollow viscera. This pain is not referred 
to the superficial portion of the abdominal wall 
and is described as a deep seated central pain, 
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deep or superficial tenderness, as well as mus- 
cular rigidity of the abdominal wall noted in 
inflammatory disease in the abdomen, are re- 
ferred from sensitive somatic or cerebrospinal 
nerves to parietal peritoneum. 

Lemaire’s work followed by that of Weiss and 
Davis showed that infiltration of the proper skin 
area with local anesthetic in cases of various dis- 
eases such as inflammatory diseases of the ab- 
domen; acute appendicitis, salpingitis, pyelitis 
and cholecystitis, or even gastric ulcer and kid- 
ney stones or in chest conditions as carcinoma 
of the esophagus, pleuritis or angina pectoris, 
was followed “with either complete relief from 
the pain or relief to a large extent.” 

The route travelled by these impulses origi- 
nating in the viscera are of great interest to the 
neurologist and physiologist, but the majority of 
us are content to let them work out the details 
and give us the benefit of the clinical applica- 
tion. The many theories show how complicated 
these paths must be and how indirect some of 
these routes really are. 

Capps and Coleman clearly showed the inter- 
pretation of the shoulder tip or trapezius ridge 
pain. They showed that the parietal pleura and 
about one to two inches of the margin of the 
diaphragm are very sensitive to stimuli and can 
be definitely localized by the patient, but that 
stimulation of the central portion of the dia- 
phragm, both pleural and peritoneal surface, 
produce pain in an area of skin supplied mainly 
by the fourth cervical nerve of the same side. 

May I cite a case which recently came under 
my observation. A very intelligent patient com- 
plained of pain, sharp-cutting especially on deep 
inspiration, along the lower border of the right 
chest, most marked in the right axillary line. 
This side of the chest was partially immobilized 
by strapping. The next day the patient stated 
“The pain in my side is gone hui I have a se- 
vere annoying pain here over my right shoulder,” 
placing her hand along the ridge of the trapez- 
ius muscle, Within 24-48 hours, fluid developed 
in the right pleural cavity and the shoulder pain 
disappeared. Some time later as the fluid was 
absorbed, this pain reappeared for several days, 
the patient stating “You informed me I was 
improving but I again am having the same pain 
in the shoulder and neck.” This referred pain 
as Capps demonstrated, travels along the phrenic 
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not accurately localized. Further, he states that 
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nerve; then, as recently shown by Pollock and 
Davis, by the following complicated pathway, 
“Entering the cord by way of the posterior roots, 
it descends to the level of the eighth cervical and 
first, second and third thoracic segments; then 
a connection is made with cells in the intermed- 
iolateral column and sympathetic efferent im- 
pulses travel over the preganglionic fibers 
through the anterior roots to the cervical sym- 


pathetic ganglia. From here postganglionic 
fibers travel to the skin, blood vessels, meninges, 
etc.” 


In connection with a severe stimulation of the 
pleural surfaces, on the right side near the lower 
portion of the pleural cavity, there may be a 
“spilling” of impulses, so that the spinal nerves 
supplying the anterior abdominal wall on the 
right side cause a reflex rigidity and a referred 
pain to this overlying skin area. This condition 
has been diagnosed many times as acute appen- 
dicitis. 

Remembering that embryologically the dia- 
phragm has been displaced downward, it gives 
us perhaps the most striking example of re- 
ferred pain. Other routes exist in connection 
with abdominal viscera but their clinical mani- 
festations are to us more important. 

The hollow viscera are ordinarily not subjected 
to such external stimuli as being cut, pinched 
or burned, but they are commonly subjected to 
an adequate stimulus in the distention or stretch- 
ing of their walls and according to Hurst, pro- 
duce their own true visceral pain. 

Perforated Gastric and Duodenal Ulcer: When 
a gastric or duodenal ulcer perforates, the sud- 
den, generally severe, agonizing abdominal pain 
is caused by the escaped acid gastric contents, 
with reflex board-like rigidity of the abdominal 
muscles and marked tenderness to pressure; 
the resulting pain is due to acid irritation of the 
exquisitely sensitive somatic nerves of the par- 
ietal peritoneum. This is not a visceral pain but 
Morley claims that “pain is also referred in the 
greater number of cases to one or both shoulder 
tip areas.” This occurs if the escaped irritating 
fluid comes in contact with the sensitive inferiot 
surface of the diaphragm, especially if the pa 
tient is or has been in the recumbent position. 
The trapezius pain generally is first noted om 
the right side, later perhaps both sides. The 
somatic pain from the parietal peritoneum 
overshadows the shoulder tip pain and the pa- 














ne, 1937 


ck and 
thway. 
r Toots, 
cal and 
+; then 
ermed- 
nt im- 

fibers 
1 sym- 
glionic 
ninges, 


of the 
2 lower 
y be a 
nerves 
on the 
eferred 
ndition 
appen- 


le dia- 
t wives 
of re- 
nection 
mani- 


bjected 
inched 
eted to 
tretch- 
t, pro- 


- When 
ie sud- 
il pain 
ntents, 
ominal 
essure; 
of the 
1e pat- 
ain but 
in the 
noulder 
-itating 
nferiot 
the pa- 
osition. 
ted on 
s. The 
toneum 
the pa- 


June, 1937 


tient will not complain as a rule of their phe- 
nomenon unless asked by the physician. If spinal 
anesthesia is induced, blocking the abdominal 
pain, the patient then as a rule, will complain of 
the shoulder tip pain. 


If the spilled gastric fluid has reached the 
lower abdomen and irritated the peritoneum, the 
differentiation from acute appendicitis might be 
aided in determining the presence or absence of 
this trapezius pain. Its presence should help 
exclude appendicitis. 

Intraperitoneal hemorrhage, whether from 
ruptured liver, spleen or ruptured ectopic preg- 
nancy, if of sufficient quantity so that some of 
the blood reaches the lower surface of the dia- 
phragm ; very much aided by the prone position 
will produce sufficient irritation to cause this 
fourth cervical nerve pain. The clotting of 
blood produces some irritant capable of stimu- 
lating the peritoneum, both parietal and dia- 
phragmatic. Morley cites a case of ruptured 
spleen, with the usual hemorrhage, where the 
patient’s only complaint was “pain and tender- 
ness in the tip of the left shoulder, intensified 
with each respiration.” 

Pain in the stomach or duodenum may be due 
to distention or increased tension on the endings 
of the afferent autonomic nerves in its muscular 
coat. Visceral pain of the stomach is centrally 
situated in the epigastrium and is only vaguely 
localized, often described as “gnawing, aching, 
boring pain” but never as sharp or stabbing. As 
arule this pain is a continuous pain though it 
may be intermittent or spasmodic. True visceral 
pain is not associated with localized tenderness 
on pressure or with muscular rigidity. 

Palmer believes that the acid gastric juice 
contains a normal irritant to the pain producing 
mechanism. Others think contractions, some 
think deformations of the nerve endings in the 
wall of the viscus, especially where some fibrosis 
is present, cause this pain. Others think that 
pain impulses from the stomach are transmitted 
by splanchnic nerves and there is some ground 
for the belief that the vagi are “undoubtedly 
both afferent and efferent, transmitting centrif- 
ugal and centripetal impulses and are concerned 
with the motor, vasomotor, secretory and sensory 
functions of the organ.” 

Morley writes “Until our knowledge becomes 
more precise, it must be confessed that we do not 
know whether tension on nerves in the muscular 


F, J. LESEMANN 497 


coat, hydrochloric acid or vascular congestion or 
even some combination of them, affords the true 
stimulus for the production of pain in gastric 
or duodenal ulcer.” 

Among the chief objective signs, the following 
may be enumerated : 

1. Cutaneous hyperalgesia, produced by light- 
ly pinching up of folds of skin. However, this 
is also often found in abdominal neuroses. 


2. Deep tenderness in the epigastrium, espe- 
cially during an attack of spontaneous pain. The 
tender point corresponds closely with the local 
lesion in the stomach or the duodenal wall, shift- 
ing in position with the ulcer. Morley thinks 
this “deep tenderness” is due to the sensitive 
parietal peritoneum, stating “when the sensitive 
parietal peritoneum is pressed down by the 
examining finger, into closer contact with the 
ulcer, it receives a painful stimulus.” If the 
tender point is to the left of the mid-line, the 
ulcer is more likely gastric; where the tender 
point is to the right, more usually the source is 
duodenal; both may be under the mid-line if the 
patient lies in supine position. 

3. The muscular rigidity generally associated 
with rather marked deep tenderness is of the 
true involuntary type, perhaps produced by in- 
flammatory reaction in the ulcer area. 

In cancer of the stomach the pain produced 
depends upon the position of the cancer. 

1. If in the body of the stomach the pain is 
not marked until late, when the pain may be 
severe, due to infiltration of the parietal peri- 
toneum or to metastases in other parts of the 
peritoneal cavity. 

2. In cancer of ore near the pylorus, pain 
largely depends upon the degree of obstruction, 
the severe pains being the result of violent peris- 
talsis. 

3. If the carcinoma is situated in the cardiac 
orifice, stenosis with dysphagia and substernal 
pain result. Again carcinoma may be of the 
ulcer simulating type. Palmer states “Clini- 
cally: 1. Carcinoma of the stomach may pro- 
duce pain similar to that of ulcer and be re- 
lieved by the same factors; 2. there may be im- 
mediate pain with food.” He further found that 
pain in carcinoma of the stomach may be quite 
unaccompanied by any change in intragastric 
tension or motility while in other cases pain 
synchronized with gastric contractions and was 


relieved by emptying the stomach. He gives 
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three factors causing pain in carcinoma of the 
stomach: “Acid irritation, muscle tension and 
probably infiltration of nerve fibers. The exact 
mechanism of pain production by acid is no bet- 
ter understood in malignancy than in benign 
ulceration.” 

In Gallstones, pain radiating to the lower angle 
of the right scapula is quite the rule, but in 
about 5% of the cases, there likewise is found a 
true shoulder tip pain, supplied by the fourth 
cervical nerve along the trapezius ridge, prob- 
ably due to stimulation of phrenic fibers below 
the diaphragm. In considering pain produced 
by gallstones, it is convenient to consider the 
positions of the stones at the time of production 
of the symptoms: 1. Stones in the gall-bladder 
without obstruction may elicit no symptoms 
whatsoever or again the patient may suffer from 
vague attacks of pain in the epigastrium, per- 
haps definitely related to meals. There may be 
a visceral pain in the center of the epigastrium 
or a tenderness on palpation over the gall-blad- 
der. A spontaneous pain in the right hypo- 
chondrium is thought by some to be due to re- 
flex pyloric spasm. 2. Biliary colic: the early 


pain may be described as central epigastric and 


is of a boring or heavy character. Early there 
is no tenderness to palpation. The pain then 
spreads over the right hypochondrium and radi- 
ates through to the back, near the angle of the 
right scapula. Now tenderness to pressure and 
muscular rigidity are present. The mechanism 
of biliary colic may be compared to that of in- 
testinal colic. The bile duct; a fibro-muscular 
tube accustomed to the passage of liquid, now 
is distended with a hard foreign body, often re- 
quiring considerable stretching of the wall, re- 
sulting in violent peristaltic waves. According 
to Morley the pain is due to tension on the affer- 
ent autonomic nerves by the excessive contrac- 
tions of the muscular fibers in the wall of the 
duct. It is vaguely localized as is the rule with 
splanchnic pain and its central position in the 
epigastrium is explained by the embryological 
fact that the bile ducts with the gall-bladder and 
liver are developed as an outgrowth of the in- 
testinal tract at the junction of the primitive 
foregut and midgut. The pain that develops 
later over the gall-bladder and radiates through 
to the angle of the scapula appears to be a som- 
matic pain, and is associated with definite ten- 
derness and rigidity in the right hypochondrium. 
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This pain is thought to be due to inflammatory 
changes, following the temporary obstruction 
of the duct, and is sufficient to stimulate adja- 
cent cerebral spinal sensory fibers of the parietal 
peritoneum. The inflammation of the ducts 
themselves stimulates the somatic nerves of the 
posterior parietal peritoneum around them and 
so gives rise to the pain in the angle of the right 
scapula. The inflammation of the fundus of 
the gall-bladder stimulates the anterior parietal 
peritoneum in contact with it and so causes the 
pain in the hypochondrium with the associated 
localized tenderness and muscular rigidity. 3, 
Acute obstructive cholecystitis is ushered in by 
a severe pain in the center of the epigastrium 
and after a few hours, pain in the right hypo- 
chondrium, with extreme tenderness over the 
fundus of the gall-bladder, with a high degree 
of local muscular rigidity, often preventing pal- 
pation of the fundus of the distended gall-blad- 
der. Maximum tenderness and rigidity will al- 
ways be found over the fundus of the distended 
gall-bladder where it is in contact with parietal 
peritoneum. The muscular rigidity is a true 
defensive reflex; the deep tenderness is due to 
a radiation from the sensory nerves. Mackenzie 
states, however, “No conclusion should be drawn 
as to the sensitiveness of an organ which has been 
stimulated through a structure itself sensitive.” 

Pollock and Davis have recently shown that 
if all possible nerve routes are severed, except 
splanchnic, pain will still be registered on dis- 
tention of the gall-bladder. 

The Mechanism of Pain in Acute eS 
tis. Appendicitis is the commonest of all the 
acute abdominal disorders that often call for 
prompt surgical care. As a rule there are two 
distinct pains in a typical attack of acute ap- 
pendicitis. These two pains differ profoundly 
in subjective quality, in their associated physical 
signs and in their mode of production. 

The Initial Pain. On careful inquiry, patients 
with typical acute attack of appendicitis give a 
definite statement of the first pain starting in 
the center of the abdomen, a little above the 
umbilicus. This pain is not intense at first, 
but increases rapidly in severity, and may be 
wave-like or spasmodic in character, often be- 
coming quite severe. This pain is not felt on 
the surface of the body but is deeply situated 
and but vaguely localized in the center of the 
abdomen. During this early stage, palpation 
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does not reveal a definite tenderness or muscu- 
lar rigidity, neither in the central area where 
the pain is felt, nor in the right lower quadrant. 
The absence of definite objective physical signs 
as shown by a soft, and to palpation, normal ab- 
domen, can cause the most careful clinician to 
miss the diagnosis in this stage. 

The inflammatory changes during the early 
hours of an attack are limited to the interior 
of the appendix. Morley states: “I believe the 
initial pain in appendicitis is a true visceral 
pain, originating in the appendix itself and that 
it has a very definite protective function. It is 
excited by vigorous peristaltic efforts on the part 
of the muscular wall of the appendix and like 
most visceral pain, is due to increased tension 
on the muscular wall of the organ concerned. 
Some degree of obstruction to the lumen of the 
appendix, with retention of inflammatory exu- 
date, distal to that obstruction, is essential to 
its production.” This condition has been de- 


scribed as acute appendicular obstruction and 
the central visceral pain is continuous until the 
pressure is relieved. Wangensteen has shown by 
definite measurements that the intra-appendiceal 
pressure is greatly increased and believes it a big 


factor in the production of perforations. Follow- 
in a perforation, the adequate stimulus, namely 
pressure on its muscular walls, is removed and 
the central or visceral pain disappears. In less ful- 
minating cases, as well as with fecal concretions, 
akinking at the base, a stricture perhaps the result 
of ulceration in previous attacks, or a foreign body ; 
all continued with inflammatory swelling of the 
mucosa, obstruct the outlet through the cecum. 
Mackenzie remarks: “It is a matter of obser- 
vation that when nonstriped muscle is stimulated 
to strong contraction, violent pains result, as in 
biliary and renal colic or when the bowel con- 
tracts behind an obstruction. The contents of 
the appendix may stimulate its muscular coats 
to contract and if the contents be not voided in 
consequence of the stenosis, violent spasm of the 
muscular wall ensues and severe pain may arise. 
The reference of the pain to the mid-line would 
be in accordance with the experience that ex- 
cessive peristalsis of any portion of the digestive 
tube, causes pain in the middle line, and parts 
that have developed from the tube as the gall- 
ducts and appendix, follow the same law.” The 
appendix is developed from the primitive mid- 
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gut loop and therefore the visceral pain should 
be referred to the mid-line. That the level of 
the pain is much higher than the position of the 
appendix, may be checked by the observations, 
that if the lower part of the ileum is strangulated 
in a femoral hernia, the violent spasms of vis- 
ceral pain are felt in the mid-line, at or above 
the umbilicus. Pains emanating from the large 
bowel are felt between the symphysis pubis and 
the umbilicus. The appendix derives its splanch- 
nic innervation from approximately the same 
spinal segments as the lower ileum. 

The Second or Localized Pain in acute appen- 
dicitis is a true somatic pain. Perhaps this is 
the part given too much consideration, compared 
with the early visceral pain. After a longer or 
shorter period of the central pain, often in a few 
hours, the second pain usually appears. The 
second or localized pain may overshadow the 
first pain and the patient may forget the first, 
through the intensity of the second, unless re- 
minded of the onset. The second pain differs 
from the first in that it is limited to the appen- 
diceal area, is sharper and is aggravated by move- 
ments, and local tenderness and rigidity develop. 

Intestinal Pain. In considering intestinal 
conditions, let us remember that the viscera 
themselves are probably not supplied by somatic 
nerves but that the parietal peritoneum and 
mesentery, up to about one inch from the gut, 
are richly supplied with sensory nerves, espe- 
cially the anterior and lateral walls; the pos- 
terior perhaps to a lesser extent. Strangulation 
of a portion of ileum in the sac of a femoral 
or inguinal hernia, at first, does not give rise to 
pain in the region of the hernia. The pain is 
felt as a rule in the mid-line, a little above the 
umbilicus, corresponding tothe first pain in 
appendicitis. This pain may come in spasms, 
lasting generally less than half a minute, com- 
ing and going with the peristaltic waves. Should 
some of the mesentery of the bowel be included 
in the strangulated portion, a continuous pain 
may remain as a heavy dull ache, which again 
is overshadowed by peristaltic cramp. In a se- 
vere form of bowel and mesenteric strangulation, 
as by a peritoneal band or a volvulus, the con- 
tinuous pain from the first may overshadow the 
cramp. In strangulation of a small knuckle, 
with the mesentery not involved, there may be 
no pain between peristaltic waves. This visceral 
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pain is not accurately localized, but the pain is 
referred to the region of the mid-line, irrespec- 
tive of the position of the strangulation, either 
on the right or left side. In strangulation of 
the upper portion of the small intestine, the pain 
is higher, approximately midway between the 
umbilicus and the tip of the ensiform. In 
strangulation of the lower portion of the small 
gut, the pain is above and perhaps including the 
umbiligus; but the site of this pain is not tender 
to palpation. Strangulation of the colon will 
show the location of pain between the umbilicus 
and symphysis pubis. It is only after a period 
of time which varies with the severity of the 
strangulation that the hernial sac becomes 
tender on palpation, then distinctly painful, in- 
creasing with the length of time it is unrelieved. 
The fixed central pain between the spasms is 
probably due, when present, to pressure on the 
somatic sensory fibers in the base of the mesen- 
tery. Local pain and tenderness over the hernial 
sac are due to irritation by a toxic transudate 
of the parietal peritoneum, forming the sac; un- 
fortunately, this is often a late sign. The first 
pain is due to pressure or stretching of the 
visceral wall; the localized hernial pain is 
somatic, due to irritation as a result of inflam- 
mation. This pressure condition is further veri- 
fied by Wangensteen’s treatment of “deflation” 
in the properly selected and observed cases of 
intestinal obstruction, without strangulation. 

In omental hernia, no bowel is obstructed, 
therefore no pressure on muscular visceral wall 
is found, consequently no central abdominal 
pain is felt. Local hernial pain again is due 
to irritation of parietal peritoneum. 

The Colon: “As stated before, the visceral 
pain of the large gut is vaguely localized in the 
center of the hypogastrium, about midway be- 
tween the umbilicus and symphysis pubis. Ob- 
struction of the free portion of the large gut, 
as the transverse and sigmoid, alone will show 
this early pain. However where the colon is 
fixed as in the ascending or descending; the pa- 
tient may localize the point of the obstruction 
due to a dragging or pressure on the parietal 
peritoneum. 

Pain due to Peritoneal Adhesions: Morley 
thinks peritoneal adhesions do not produce pain 
unless they cause some degree of mechanical ob- 
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struction to the intestine. “The most danger. 
ous form of adhesion is the narrow band-like 
whipcord, a few inches in length which is apt 
to snare a loop of bowel and give rise to acute 
intestinal obstruction. _I can find no evidence 
from my own experience for the behalf that ad- 
hesions cause pain by dragging on the parietal 
peritoneum of the anterior abdominal wall. The 
unobstructed bowel, when adherent to the pari- 
etal peritoneum seems to be incapable of pro- 
ducing a drag upon it that is adequate to ex- 
cite pain.” 

The pain of Pelvic Adhesions is probably due 
to “irritation of the posterior parietal peri- 
toneum and the sensory somatic nerves in the 
base of the broad ligaments, by the inflamed 
tubes in contact with them.” 

Post-Operative or so-called “gas pains” are 
probably primarily due to the splanchnic, in- 
hibitory reflex caused by the cutting of the 
parietal peritoneum, handling of the viscera and 
the closure by suture of the sensitive peri- 
toneum. This splanchnic inhibition is primar- 
ily defensive, to limit, localize or help wall off 
infections. Some fermentation will frequently 
take place in a loop or loops of the bowel, caus- 
ing pressure or stretching on the walls of these 
segments; peristalsis from higher up respond to 
help relieve this pressure and a “cramp” or “gas 
pain” results. 


CONCLUSIONS 


Today authorities seem to admit there is a 
true visceral pain, which is not as definitely local- 


ized as somatic pain. The adequate stimulus 
to produce this pain is not cutting, pinching, 
burning but pressure on the muscular walls. 

My Closing Plea: Take time to get a care- 
ful history of the onset of abdominal and chest 
diseases. First get the patient’s statements, then 
present leading questions and evaluate both 
reports. 

A plea is hereby made for the chronic case, 
complaining of vague pains or discomfort. May 
not that chronic complainer of indefinite, sub- 
jective symptoms be trying to tell us about some- 
thing that we as yet do not properly appreciate 
and understand ? 

800 West 78th Street. 





ne, 1937 


danger- 
ind-like 
| is apt 
O acute 
Vvidence 
hat ad- 
parietal 
l. The 
le pari- 
of pro- 

to ex- 


bly due 
1 peri- 
in the 
flamed 
1s” are 
ie, in- 
of the 
ara and 
2 peri- 
yrimar- 
vall off 
yuently 
|, caus- 
f these 
ond to 
or “gas 


‘e is a 
y local- 
imulus 
iching, 
lls. 

1 care- 
1 chest 
s, then 
. both 


>», sub- 
- some- 


reciate 


June, 1937 


SOME POINTS IN GYNECOLOGICAL 
DIAGNOSIS HELPFUL TO THE 
PRACTITIONER 


Orto S. Kress, B. S., M. D., F. A. C. S. 
ST. LOUIS, MO. 


The subject that has been selected for me to 
discuss in thirty minutes, namely, “Some Points 
in Gynecological Diagnosis Helpful to the Prac- 
titioner,” might well occupy the time of the en- 
tire session here; however, I hope to stress some 
of the highlights. Because of the limitation of 
time and the great variety of pathological condi- 
tions that may manifest themselves in the female 
genitalia, only several phases of diagnostic inter- 
est will be considered. 

Accurate diagnosis in gynecological practice is 
paramount because by virtue of it, womankind is 
helped and unnecessary operative procedures are 
avoided. In diseases of the ear, nose and throat 
and the eye, diagnosis is made by inspection, for 
the most part. In many urological conditions, 


diagnoses are arrived at by the sense of vision 
aided by well controlled tests of function of the 
organs. In diseases of the abdominal viscera, 
there are often many difficulties in diagnosis, but 


the use of the x-ray with its associated tests has 
been of great advantage. However, in the field 
of gynecology, the diagnosis is arrived at by a 
series of procedures; first, a detailed history and 
then the physical examination, primarily by pal- 
pation, giving only a small part of the desired 
information necessary to arrive at an accurate 
diagnosis. The history of the patient, particu- 
larly that relating to the menstrual cycle, is im- 
portant as is a fundamental knowledge of the 
physiology of the generative organs and an ac- 
quaintance with the pathological changes that 
these organs and the tissues may undergo. Prop- 
erly directed laboratory examinations are, to be 
sure, of great importance. 

A prelude to the question of gynecological 
diagnosis is adequately taken up in the following 
words from ©. Jeff Miller’s Introduction to 
Gynecology :1 

“The danger inherent in all specialization is that 
the general consideration of the patient will be 


forgotten in the consideration of the local disease. 
This is a particularly likely pitfall in gynecology, in 
Read before Southern Illinois Medical Association, November 
12, 1936, 
From Department of Gynecology and Obstetrics, Washington 
University School of Medicine, St. Louis, Mo. 
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which the local pathology is often so clear-cut that 
it is easy to overlook the fact that very frequently 
there are also associated with it remote lesions or 
constitutional disease. For this reason the study 
of every gynecologic patient should begin from the 
point of view of the general practitioner; the 
gynecologist can remember his specialty later, and 
his local investigation will often be simplified and 
clarified by his preliminary general survey. 

“Another danger inherent in every branch of 
modern medicine is the paradoxical one that the 
patient may be studied too intensively. Laboratory 
methods have been multiplied and refined, hos- 
pitalization is resorted to for the simplest and most 
obvious complaints, and the young practitioner, 
fresh from his university and interne training, is all 
too likely to believe that no other methods of study 
and treatments are possible. This is entirely incor- 
rect. Ninety per cent. of the patients one sees do 
not need an elaborate routine, and can be _ investi- 
gated adequately and treated satisfactorily in the 
office and in the home. There is not the smallest 
excuse for extensive and expensive laboratory 
studies which are not directed to a definite end. 
The patient’s symptoms and physical findings alone 
should mark out the lines for special investigation, 
and the physician whose conscience and whose 
sense of personal responsibility are properly devel- 
oped will not be guilty of misplaced zeal in this 
direction. 

“The principal pathologic conditions which the 
gynecologist has to consider include inflammatory 
and infectious diseases, new growths, obstetric 
sequelz and physiologic dysfunctions. The prin- 
cipal symptoms which he has to consider include 
abnormal secretions, bleeding and pain, and in the 
making of a diagnosis they must be evaluated quite 
as carefully as the physical findings which he is 
able to demonstrate and infer. 

“The internal genitalia of women are for the 
most part inaccessible and lesions in them must be 
determined as much bby inference and reasoning as 
by actual demonstration. The problem of the 
gynecologist is not an easy one, for he cannot see 
a large majority of the diseased conditons he is 
seeking to elucidate, and he must detect them with 
the abdominal and vaginal walls intervening be- 
tween his fingers and the organs he is trying to 
palpate. For that reason he must know the normal 
or he will not recognize the abnormal, and he must 
train his fingers rather than his eyes. It is essen- 
tial that he develop and educate his tactile sense, 
for the most ingenious instruments devised cannot 
take its place.” 

There will be no attempt made to go into the 
question of developmental abnormalities, gon- 
orrhea and syphilis with all its manifestations, 
non-specific infections, injuries and inflamma- 
tions following obstetric trauma, misplacement 


of the uterus and appendages, benign tumors of 
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the uterus and ovaries including endometriosis 
and a complete review of functional disorders. 

The role of various pregnancy tests, the sig- 
nificance of symptoms and signs in relation to 
malignancy, the value of the Schiller test, biopsy 
and curettage in arriving at a diagnosis, and the 
examination of vagina and cervix in relation to 
non-hemorrhagic discharges will be dealt with at 
some length. 

Pregnancy tests: It is has been shown by 
numerous investigators that the hormone of the 
anterior lobe of the hypophsis is present in high 
concentration in both the blood and urine of 
pregnant women; this hormone stimulates the 
ovary and causes the gonads to mature. 

1, The Ascheim-Zondek* test for pregnancy 
is based on the presence of the anterior pituitary 
hormone in the urine. The technic of the test 
as recommended by them was to use five infan- 
tile mice, injected subcutaneously with urine two 
or three times a day in an interval of forty-eight 
hours. The mice were autopsied at one hundred 
hours after injections were started. They pre- 
ferred to use a morning specimen of urine, ob- 
tained either by catheterization or voiding. They 
recommended the procedure as a diagnostic test 


for pregnancy, because it was relatively simple 
and readings were obtained macroscopically. 
2. The Friedman* test involves the intraven- 


ous injection of urine into the rabbit. Five c.c. 
of voided urine is given intravenously and au- 
topsy performed after twenty-four hours. 

3. Modification of Aschheim-Zondek test (T. 
K. Brown‘), 2 c.c. to 5 c.c. of serum were inject- 
ed intravenously into the ear vein of a virgin 
female rabbit. Approximately 10 c.c. of whole 
blood are obtained from the patient and the 
serum is removed. The serum is allowed to stand 
for at least four hours or over night before in- 
jection, as very fresh serum was found to be toxic 
and might cause death shortly after injection. 
The average effective amount of serum was found 
to be 1 c.c. per 600 to 700 gm. of body weight. 

The rabbits were operated upon or autopsied 
from twenty-four to thirty-six hours after in- 
jection and the reaction could usually be deter- 
mined by gross examination. Microscopic ex- 
amination was used to check the gross findings. 
The rabbit could be used again at the end of 
three weeks. 

The earliest grossly positive reaction was ob- 
served at thirteen hours. The period of gesta- 
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tion, in a repeated series, varied from three weeks 
to seven months. 

The reaction to the use of serum intravenously 
is found to be definitely more marked and to ap- 
pear in a shorter time than when urine is used 
intravenously. 

This reaction may be observed more definitely 
in the gross than is the case in the original Asch- 
heim-Zondek “pregnancy test” and in one-fourth 
to one-third of the usual time. 

The types® of reaction found in the ovaries of 
the experimental animals were: 

1. Maturation of the Graafian follicles. 

2. Marked hyperemia and hemorrhage into 
the enlarged follicles which could be observed 
with the naked eye. 

3. The formation of corpora lutea. 

4, The formation of corpora lutea with im- 
prisoned ova. 

These tests are accurate in 98% of cases and 
may be positive as early as 30 days after the last 
menstruation. 

It is the stimulation by fetal ectoderm of the 
imbedded embryo that produces so-called pro- 
lan, the hormone originating in the hypophysis. 
The degree of response in its production de- 
pends upon the amount of chorionic tissue iin 
intimate contact with the maternal tissues and 
for that reason is not positive in very early ges- 
tation and may remain positive after delivery 
or fetal death. The prolan content is greatly in- 
creased in cases of proliferation of the fetal tro- 
phoblast such as hydatidiform mole or chorio- 
epithelioma. The tests are positive in _preg- 
nancy, abortion, hydatidiform mole, chorio- 
epithelioma and ectopic gestation. The value of 
the test is readily seen in cases where myomata 
are present in the uterus or ovarian cysts exist 
which may obscure the pregnancy. In cases of 
threatened abortion, continuing over some period 
of time, information can be obtained as to the 
status of the pregnancy and the effects of the 
blood loss up to that time. In the difficult ques- 
tion of differentiation in early pregnancy be 
tween abortion, threatened abortion or missed 
abortion, a logical course can be mapped out by 
a knowledge of the pregnancy test. In the early 
abortion, the test may remain positive for a few 
days after discharge of the fetal sac; in the 
threatened abortion it is positive, but if later 
we find that the uterus does not enlarge, remains 
stationary in size or actually decreases in size in 
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the presence of a negative pregnancy test, we are 
justified in emptying the uterus for a missed 
abortion. Without the test under those circum- 
stances, only prolonged observation with care- 
ful estimation of the size of the uterus would 
give us the desired information as to the survival 
and continued growth of the embryo. 

The persistence of a positive reaction after 
hydatidiform mole suggests the continued pres- 
ence of fetal elements in the maternal organism 
and may give us a valuable clue in the diagnosis 
of chorioepithelioma. 

Carcinoma of the Cervix. Graves® has long 
been a consistent and earnest advocate of the 
theory of trauma as the most important predis- 
posing cause of cervical malignancy, and the fig- 
ures from his clinic, which are striking enough 
to be quoted in detail, seem to prove his point 


conclusively. 

“In 669 cases of cervical carcinoma, only twelve 
patients, less than 2% had had previous obstetric 
repairs; in two of these cases cancer had existed 
in the first operation and was overlooked until the 
tissues were re-examined in the course of this 
study; in one case symptoms ensued almost imme- 
diately after operation, and the disease was probably 
preexistent; in most of the other nine cases patho- 
logic records were lacking, and it was assumed that 
perhaps similar findings might have been revealed. 
Graves also studied nearly 6,000 women in whom 
cervical injuries had been corrected, and found 
that only seven of them later developed cancer; in 
three instances (including the two mentioned in the 
first group), the disease was overlooked at the first 
operation and in two others the operation was im- 
properly done, leaving only two cases to be ex- 
plained on other grounds. 

“There is nothing pathognomonic in the symp- 
toms of carcinoma of the cervix; the disease in its 
early stages doesn’t interfere with any important 
body function, and its onset is therefore always 
insidious. For that reason any unusual or untoward 
symptoms related to the genital tract demand 
prompt investigation at any period of life, and par- 
ticularly during middle life. 

“The cardinal triad of symptoms are in the order 
named leucorrhea, bleeding and pain, but pain is 
always a late symptom and leucorrhea is _ inclined 
to be overlooked until the more conspicuous symp- 
tom of bleeding occurs. The leucorrheal discharge 
at first differs from the normal cervical secretion 
only in quantity, not in quality, because at first it is 
due merely to hyperemia and to secretion from the 
new cells. The watery consistency is at all stages 
the most typical thing about it. At the onset it is 
usually colorless, though it may be yellowish or 
brownish; later it becomes mixed with blood plasm, 
as the walls of the blood vessels become more per- 
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meable, and in the final stages. of ulceration and 
necrosis it is always very foul and purulent, the 
characteristic odor being due to putrefactive bac- 
teria, which gain a ready entrance through the 
breaks in the surface of the friable growth with its 
immature cell structure. At the onset, it is acrid, 
irritating and even excoriating, and is often asso- 
ciated with a pruritus of the vulva or a dermatitis 
of some sort. In the final stages cervical stenosis 
may Cause a pyometra. 

“The typical bleeding of carcinoma is metrorrhagic 
in character, never menorrhagic, unless disease 
which would cause that. type of bleeding is present 
also. Bleeding will promptly follow the slightest 
trauma, and always follows coitus, douching, ex- 
amination and instrumentation. Blood is lost in 
increasing amount as the disease progresses, but since 
it is always of venous origin, fatal hemorrhages are 
rare unless some large vessel is eroded. 

“Pain never occurs until ulceration and infection 
have set in and the parametrium and lymph nodes 
have been invaded. Its presence therefore, prac- 
tically always means that the stage of curability 
has passed. Its delayed appearnce is becuse of the 
fact that the cervix. the point of origin of the dis- 
ease, is a peculiarly insensitive organ. It is of a 
dull, aching, boring character, and it tends to be 
worse at night. In the late stages it may be ex- 
cruciating. It is most frequent in the back, the 
thighs and the pelvis, and unilateral pain in the 
lower back near the ischiatic region is often the 
first sign of a recurrent malignancy (Graves). 

“In the clinical diagnosis of advanced carcinoma 
of the cervix there is probably less than 1% of 
error, for the veriest tyro can recognize the disease 
on inspection. But at such a stage treatment is of 
little avail, and that picture of malignancy should be 
discarded and in its place should be substituted the 
picture of the early case, which can be recognized 
only by the microscope, and sometimes with diffi- 
ulty then. The pwblic campaign of education is 
bringing to the gynecologist and the general prac- 
titioner each year increasingly large numbers of 
women with early lesions, in whom every circum- 
stance is favorable for a cure, and the onus of the 
recognition of the disease is thus placed directly on 
the medical profession. The concept of cancer with 
a cauliflower excrescence is quite as erroneous as is 
the concept of appendicitis with peritonitis (Novak). 
In both cases there has been fatal delay. The clin- 
ical picture and the gross pathology, once so im- 
portant in diagnosis, are now recognized as less 
and less essential (Bloodgood), and all of the em- 
phasis is rightfully being placed on the early micro- 
scopic picture which is radically different from the 
late picture and from the conception of the disease 
which even trained pathologists are prone to en- 
tertain. 

“To consider the clinical aspect of the diagnosis 
first, a story of leucorrhea, with or without bleeding, 
in a woman near the menopause, should always arouse 
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one’s suspicions and should lead to a searching local 
study, accompanied by an equally exhaustive micro- 
scopic study. 

“Examination should be done digitally, biman- 
ually, rectally, by speculum, and, if indicated, by 


cystoscope. In the typical case the vulvar area will 
show on inspection some irritation and excoriation 
from the discharge, while the cervix frequently ex- 
hibits a cervicitis. Inspection through the speculum 
and digital examination will reveal in the very early 
case a small, hardened, unilateral, granular area, 
which even at this stage may be covered with fine, 
sprout-like growths, and which is prone to bleed on 
the slightest touch. The malignant area will be 
more diffuse, if it has developed in an old erosion 
or a cervical ectropion. Another case may exhibit 
a shallow ulcer with slightly elevated edges, while 
a third may exhibit an inconspicuous nodule, indu- 
rated, congested, bluish and mottled. The vaginal 
cervix may be puckered or retracted, and the whole 
organ may have a glazed appearance. If the 
growth is more extensive, the cervix loses its nor- 
mal resilience and has a typical hard, inelastic and 
board-like feel. If ulceration is present, the color 
varies from yellow to greenish-black, and the ulcer 
borders are jagged and irregular. In the more ex- 
tensive nodular type the cervical mucosa, though 
still intact, presents in circumscribed areas small, 
boss-like irregularities or possibly small papillary 
projections. The various findings become more and 
more pronounced as the disease advances, the evert- 
ing type finally exhibiting characteristic cauliflower 
masses, while in the inverting type the entire inte- 
rior of the cervix may be converted: into an ulcerat- 
ing crater. 

“The vagina should be inspected and palpated for 
any evidence of superficial or deep nodules, and 
the other pelvic structures should likewise be ex- 
amined for possible extensions. Rectal examination 
gives by far the best conception of lateral and 
posterior extensions, which often cannot be detected 
by the ordinary bimanual method. When the broad 
ligaments are: involved, or when puckering, edema 
or induration of the bladder base is evident, cysto- 
scopic examination is indicated. It should be 
omitted, however, if the urethra is in any way in- 
volved in the malignant process, for rupture is a 
possibility and the resulting incontinence will serve 
to increase the patient’s misery. 

“Microscopic examination should be done routinely, 
in early and in late case alike. There is not the small- 
est excuse either for dismissing the patient without 
such reassurance, or for instituting radical treatment 
without confirmatory evidence. Any method of diag- 
nosis or any method of treatment not based on micro- 
scopic evidence is as unscientific as it is dangerous. 
The tissue for examination is more satisfactorily ob- 
tained by the knife or the punch than by the cautery, 
which may alter the structural relations, though cauteri- 
zation of the wound edges should follow. 
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“A very valuable and simple test is that suggested 
by the late John G. Clark, that a sound be inserted 
and passed gently over all the cervical surfaces; malig- 
nant growths will invariably bleed under this trauma, 
Curettage is always indicated, even if the pars vaginalis 
is normal in appearance, when the intracervical mucosa 
seems granular or vascular. 

“The microscopic diagnosis in late cases is merely 
confirmatory, in early cases it is all important, and 
often differentiation from a simple cervicitis is quite 
difficult. 

“Tuberculosis and. syphilis must likewise be differ- 
entiated. The former is rare, and the finding of the 
tubercle bacillus establishes the diagnosis. Syphilis 
(Gellhorn) is differentiated by the youth of the patient 
and the fact that she is often a prostitute; by pain on 
palpation, which is not characteristic of malignancy; by 
the earlier appearance of the syphilitic growth as con- 
trasted with the reddish and spongy appearance of the 
malignant growth. Microscopic examination and the 
demonstration of spirochets are decisive.” 


The following is quoted from Curtis:' 


“Hemorrhage, or a bloody discharge, is the only im- 
portant clinical symptom. The amount of blood varies 
greatly; it may be slight, and may be observed on only 
one or two occasions. This fact is not well recognized. 
Particular emphasis must be placed upon the danger 
of ascribing to traumatism alone a spotting which first 
appears after douching or sexual intercourse; the bleed- 
ing of cervical cancer most often starts in this way. 

“Hemorrhage from the uterus in a woman definitely 
beyond the menopause is always to be regarded as posi- 
tive evidence of cancer until thorough examination dem- 
onstrates conclusively that no malignancy is present. 
During the childbearing period this most important 
symptom loses much of its value, because bleeding may 
be due to many other causes. After the menopause is 
well established, however, a cervical polyp is the only 
other frequent lesion which commonly gives rise to va- 
ginal loss of blood (notable hemorrhage from polyps is 
unusual). A much less common cause of bleeding at 
this stage is a pedunculated fibroid tumor; the fibroid 
may appear at the cervix or may be concealed within 
the uterine cavity. 

“Digital examination reveals friable tissue which 
bleeds freely upon palpation of the external cervix. No 
other objective symptom equals in importance the value 
of this evidence. Examination with the index finger is 
preferable to the employment of two fingers. 

‘Local extension is characterized by infiltration of 
the adjacent vaginal wall. Determination of the de- 
gree of broad ligament fixation is of the utmost im- 
portance; this necessitates careful bimanual palpation 
with notation of the mobility of the uterus as a whole. 
Deductions relative to the significance of thickening 
in the broad ligaments and adjacent tissues should be 
made with caution in those patients who have extensive 
ulceration of the cervix, and those who give history 
of a previous pelvic infection. Experience of recent 
years has revealed that many patients formerly con- 
sidered “inoperable” may now be regarded more favor- 
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ably because fixation of the uterus is sometimes due to 
associated inflammatory exudates. 

“The speculum should be used, but with due realiza- 
tion of its limited value. Inspection tells much less 
than palpation. It helps in the recognition of bleed- 
ing polyps which may be overlooked on digital exami- 
nation. Questionable eroded surfaces may also be in- 
spected and subjected to diagnostic study; but we must 
always bear in mind that visual differentiation between 
cervical erosion and early cancer is to be made with the 
utmost caution. 

“Cancer of the endocervix often escapes detection. 
We see, repeatedly, patients with endocervix carcinoma 
who are declared normal because digital examination 
reveals no evidence of disease. Every patient of cancer 
age with inexplicable passage of blood from the uterus 
requires exploration of the interior of the uterus. In- 
strumental palpation of necrotic tissue or curettage of 
abundant pultaceous material is almost pathognomonic 
of carcinoma provided pregnancy can be excluded. 

“Loss of weight, cachexia, pain, enlargement of the 
inguinal glands, swelling of the limbs, and offensive 
leukorrheal discharge are of minor value in the diag- 
nosis of cancer of the cervix. These symptoms are late 
manifestation of the disease. The patient is already 
beyond help when they appear. The absence of pain 
and loss of weight in early uterine cancer deserve spe- 
cial mention. There is a widespread lay impression 
that freedom from these symptoms bespeaks absence 
of a malignant growth. This is frequently responsible 
for failure to seek consultation until the condition is 
hopeless. 

“The differential diagnosis of carcinoma of the exter- 
nal cervix presents a serious problem for skilled intern- 
ists as well as for general practitioners. Through repeat- 
ed experience gynecologists have learned to recognize 
this disease without notable difficulty; failure to diag- 
nose carcinoma of the endocervix is more common. 
carcinoma of the endocervix is more common. 

“Simple erosions are superficial. They seldom bleed, 
and ooze but slightly, if at all, on digital examination. 
Friability is wanting. 

“Bleeding fibroids are the cause of many errors in 
diagnosis. Necrotic tumors presenting at the cervix 
frequently simulate friable cancerous tissue. Cancer 
of the endocervix is sometimes overlooked in patients 
with fibroids of the body of the uterus, hemorrhage 
from the necrotic cancer being ascribed to the fibroids.” 

Quoting from Graves :* 

“The total number of cured cases of carcinoma of 
the cervix has at least established a fact of prime im- 
portance, namely, that cancer of the cervix is frequently 
cured by the means at our disposal, the chances of cure 
being directly proportional to the timeliness of the 
attack, 

“The logical conclusion is that every cancer of the 
cervix passes through a period, in its life history, dur- 
ing which it is theoretically 100% curable. This is the 
rock on which the hope of controlling the disease is at 
the present time based. Ultimate success depends on the 
co-ordinated efforts of every member of the profession, 
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who treats women at all, to detect and bring to treat- 
ment the early case. 

“All clinical and pathological characteristics with 
which we are so familar are those of advanced cancer. 
The standard symptoms of fetid discharge, bleeding, 
pain, the local changes of tumor formation, metastasis 
and ulceration, the histological picture of invasion and 
multiplication of cells, all are manifestations of com- 
paratively late stages of the disease. 

“Tt is difficult to realize how few incipient cancers 
of the cervix have until recently ever been detected 
and consciously treated. Only the merest handful have 
been reported in the literature, the discovery of such a 
case being usually by pure accident and hailed triumph- 
antly as the rarest of finds. And yet since the incidence 
of incipient and terminal cancer is identical, patients 
must repeatedly be on our examining tables who with- 
out impairment of health, and often without symptoms, 
harbor a disease which at the same time is invisible to 
the keenest eye and intangible to the most sensitive 
touch. 

“In the search for the early case it must first be 
recognized that the life history of a cervical cancer 
covers on an average from 10 to 12 or more years. 
This includes a long irritative stage of chronic cervicitis, 
and a shorter though still protracted period of clinical 
latency, during which the cancerous change though 
actually present does not attract the attention of the 
patient or her attendant. 

“Until recently our best means of discovering cervical 
cancer in its latent stage has been the policy of timely 
repair of the inflamed cervix with a routine biopsy of 
the tissues. Many unsuspected cancers may be dis- 
covered in this way. But this policy has not been suffi- 
ciently widely adopted and there is still an unaccount- 
able reluctance to repair dangerous cervicitis until the 
age of child-bearing is passed. Even when rigidly car- 
ried out the system has been open to frequent error. 
The pathologist unfamilar with the incipient cancer- 
changes may miss the diagnosis. Or the operator with 
nothing to guide him may miss the cancerous area 
entirely in removing tissue for biopsy. 

“In order to meet the difficulties of the situation it is 
evident that two things are primarily needed; first, a 
clearer knowledge of the histological appearance of an 
early cancer; and second some simple test by which the 
latent area may be accurately located for purpose of 
biopsy. In the efforts to solve these two fundamental 
problems the work of Walter Schiller, of Vienna, stands 
pre-eminent and has been taken as a basis for this 
report. 

“The test is based on the discovery by Lahm that 
the upper layers of the normal epithelium of the portio 
and vagina contain rich masses of glycogen which dis- 
appear when the epithelium becomes cornified or 
changed by cancer. In the normal living tissue the 
glycogen of the upper layers of cells is stained in a 
few seconds a deep mahogany brown by iodine in 
watery solution (Lugol’s). A superficial area of early 
cancer being devoid of glycogen does not receive the 
stain and stands out startlingly white or pink against 
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the deeply colored almost black background of the 
normal tissue. 

“The test, simple as it seems, is not without its 
limitations. It appears to be completely reliable when 
it is clinically negative, that is to say when all the 
tissues take the normal stain. This claim made by 
Schiller has been repeatedly confirmed by our own 
biopsies. The test is therefore specific for determining 
the absence of cancer of the portio and vagina. This 
of itself is an inestimable aid. 

“The stain does not take on glandular epithelium 
like that of the endocervix. Hence an_ eversion 
(ectropion) would appear pink. The same is true of the 
epithelium of adenocarcinoma, so that this type of 
cervical cancer must be sought for in the usual manner. 
Fortunately such cancer is rare. 

“Ulcerations and erosions do not take the stain since 
they have no epithelial covering. 

“The normal stain is prevented or obscured by slight 
trauma such as that from tenacula or scrubbing with 
gauze, This is caused by the rubbing off of the upper 
layers of epithelium in which the glycogen is chiefly 
deposited. 

“Pus stains black since leucocytes are rich iu glyco- 
gen. Necrotic tissue also stains black but clean, living 
granulations do not take the stain. A film of mucus 
prevents the stain. Blood and douche water obscure the 
reaction. 

“Hyperkeratosis prevents the stain as in leucoplakia, 
lues and exposed areas in prolapse. 

“Schiller’s test is specific for cervical cancer, and is 
not adapted to other superficial cancers such as those 
of the vulva and skin in other parts of the body. This 
is due to the fact that the normal epidermis of the 


portio and vagina is not cornified and that the upper 
layers of cells contains a special chemical type of gly- 


cogen. 

“The writer's technique (Graves) is as follows: A 
thick swab of absorbent cotton and gauze is prepared 
on the end of a stout wooden applicator. The swab is 
first immersed in the Lugol’s solution until a copious 
amount of it has been absorbed. With the upper 
vagina well exposed by speculum or retractors the swab 
is then pressed firmly against the anterior lip of the 
cervix. The upper vagina is in this way flodded with 
the solution which instantaneously stains the normal 
tissues (excepting the mucous membrance of the endo- 
cervix) almost black. Any area of the portio no mat- 
ter how small that does not take the stain must be 
regarded with suspicion. The suspicious area is then 
curetted with a specially sharpened spoon curette. The 
strip of epidermis thus secured is placed immediately 
in hardening solution and sent to the laboratory for 
biopsy.” 

Carcinoma of the Corpus Uteri (quoted from Miller’) 

“Fundal malignancy is principally a postmenopausal 
disease, and from 30 to 50% of the incidence is in 
nulliparous women, whereas cervical malignancy is pre- 
eminently a disease of the parous woman. Child-bear- 
ing (Graves) may actually inhibit the development of 
fundal malignancy, for the reason that it is primarily 
a disease of atrophy, and that atrophic changes are 
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particularly marked after the menopause in virgin and 
sterile women. 

“Favorable circumstances are present, just as they are 
in cervical malignancy. The fact that the tumor origi- 
nates after the menopause means that bleeding, the first 
symptom, attracts prompt attention. It grows compara- 
tively slowly, because of its origin high in the uterus, 
where the musculature is thickest and most resistant 
and neighboring structures are relatively distant. It is 
not inclined to spread early by lymph channels, and its 
tendency to seed implantation is partially counteracted 
by stenosis of the tubes, the result of menopausal 
atrophy. On the other hand, it grows with malignant 
abandon when once the peritoneum is reached. 

“The symptoms are practically those of cervical 
malignancy, though the order is somewhat different. 
Bleeding is apparent first in more than three-quarters 
of all cases. It usually appears after normal menstrua- 
tion has ceased, as a slight pinkish spotting, which 
gradually increases in amount and frequency. The sub- 
sequent leucorrhea is typically watery and is seldom 
profuse, though sometimes it may be so free as to give 
the impression of urine. Both the discharge and the 
hemorrhage become purulent and offensive as ulceration 
and necrosis occur, and pyometra develops if there is 
interference with normal uterine peristalsis or if there 
is mechanical closure of the cervix. 

“Pain is always a late symptom and is more marked 
in the back and thighs than in the pelvis. Kidney and 
ureteral involvement are not as frequent as in cervical 
carcinoma. Loss of weight, anemia, debility and other 
constitutional symptoms are typical of malignant 
growths in general, though the pronounced cachexia of 
cervical malignancy is rare. 

“As in cervical malignancy, the diagnosis of fundal 
carcinoma is made on the history, the physical examina- 
tion, and microscopic study. The history is extremely 
important, and the occurrence of uterine bleeding, no 
matter how slight, in any woman after the menopause is 
in the vast majority of cases almost pathognomonic of 
fundal malignancy. A leucorrheal discharge or pyome- 
tra is likewise very suggestive. The other symptoms 
are of little value, for they do not manifest themselves 
until the disease is far advanced. 

“Bimanual examination in the early case is likely 
to be negative. At this time the Clark test, the in- 
sertion of a sound into the uterine cavity, is of great 
value, because of the tendency of even small areas 
of early malignant tissue to bleed on the slightest touch. 
In late cases the uterine body is enlarged and softened, 
and digital examination will sometimes reveal typical 
soft, friable masses filling the cavity, though it is quite 
possible for the wall of an atrophied uterus to be 
riddled with cancer with no perceptible increase in size. 

“Curettage with microscopic study of the scrapings 1s 
the only safe method of diagnosis. It should be done 
under anesthesia, to be certain that no areas are omitted, 
and special care must be taken to include the cornual 
regions. If the malignancy is at all advanced, the 
curette will detach friable white, cheesy material in 
long strips, but diagnosis on gross inspection is never 
warranted. Curettage should be done routinely in all 
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operations on women in the cancer age, even when 
malignancy is not suspected, for many cases of fundal 
malignancy in early stages are thus brought to light. 
It is particularly important that it be done before irradi- 
ation for fibroids or metropathic bleeding, for irradi- 
ation is not the treatment of choice in the average case 
of fundal carcinoma. 

“We have always believed that the laboratory study 
should be done promptly, so that the necessary surgery 
might follow at once on the discovery of the neoplasm, 
and Sampson’s work, which has proved the possibility 
of implantation metastases, has emphasized the im- 
portance of this precaution. Theoretically his investiga- 
tions might seem to suggest that in view of the dangers 
inherent in curettage and instrumentation, it might be 
wiser to omit the procedure altogether, but practically 
such a course could result only in disaster, since it 
would mean the impossibility of diagnosis in most early 
cases.” 

The following is quoted from Curtis :1° 

“Stacy calls attention to the frequent coincidence of 
uterine myomata and carcinoma of the fundus; myomas 
and polyps apparently predispose to the development 
of fundus cancer. 

“A large percentage of so-called ‘cancers of the body 
of the uterus’ really have origin in the endocervix and 
extend secondarily upward into the uterus. 

“In patients well beyond the menopause diagnostic 
curettage is often unnecessary. Profuse bleeding from 
an organ of generous size is highly suggestive. The 
additional evidence of passage of endometrium-like 
tissue upon dilation of the cervix may suffice. Free 
bleeding upon palpation of the interior of the uterus 
with a sound (John Clark test) is pathognomonic of 
cancer provided pregnancy and necrotic polypoid fibroids 
can be excluded. Curettage, if required, must be per- 
formed with caution; the uterus is often very soft and 
aasily perforated. Use of the curet is followed by low- 
grade acute endometritis in a considerable percentage 
of cases; if hysterectomy is required it should be per- 
formed immediately, before possible development of in- 
fection. Delayed operation after curettage should be 
postponed at least three weeks, until subsidence of the 
inflammation. 

“The microscope does not always yield distinctive 
evidence. Occasionally one encounters glandlike masses 
of endometrium without definite malignant changes. At 
such times, in differentiation from benign hyperplasia of 
the endometrium, much weight attaches to the fact that 
cancerous growths yield an unusually abundant amount 
of tissue on curettage. 

“Differentiation from retained products of concep- 
tion gives rise to occasional uncertainty in the operating 
toom. The age of the patient may be helpful, although 
we know that islands of placental tissue may remain 
Viable in the wall of the uterus for a period of several 
yeas. Microscopical examination is usually conclusive. 

“Uterine polyps of large size and pedunculated 
fibroids produce similar symptoms. They may also 
yield excessive amounts of curetted tissue. The histo- 
logic examination of an adenocarcinoma may fail to 
reveal unquestioned evidence of malignancy, thus adding 
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another confusing item. In doubtful cases the patient 
most often has a cancer. The frequency of sarcoma 
makes this lesion of lesser importance in differential 
diagnosis; curetted pieces are usually red-white, brain- 
like masses.” 

Healy" states: 

“Cancer of the corpus is much more common after 
the termination of the normal menstrual life, in other 
words, after the menopause, and may therefore be re- 
garded as a disease of old age. 

“The greatest number of cases occur in the sixth 
decade of life and in our own series of 102 cases the 
average age was 54.7 years. The youngest patient was 
19 years of age, the oldest 76, and only four patients 
were under forty. 

“Fertility and childbearing are not as common in 
women who develop cancer of the corpus as they are 
in those with cancer of the cervix. About 25% of 
our cases of corpus cancer were nulliparae, whereas 
only about 8% of our cases of cancer of the cervix 
were nulliparous. 

“The association of cancer of the body with fibro- 
myoma would seem to be important. Norris and Vogt 
report 20.8% of their cases of body cancer were asso- 
ciated with fibromyomata. Graves states that fibromyo- 
mata were present in 25.7% of his cases. Stacy, in 
a series of 269 cases operated on found 33.45% with 
fibroids. Burnam, on the other hand, found only 
12% with fibroids and makes the interesting observa- 
tion that corpus cancer is extremely rare in negroes 
despite the fact that uterine fibromyomata are very 
common. 

“A uterine discharge, either watery, leukorrheal, or 
bloody, is the only symptom observed by the patient. 
It is quite important to note that at first in nearly every 
case the discharge is intermittent, and especially so as 
regards the bleeding, which may be absent for days or 
weeks at a time, possibly because of atresia of the 
cervix. However, if the case is not treated the dis- 
charge and bleeding eventually become continuous. 

“Very few cases of corpus cancer occur before the 
menopause, therefore the presence of a uterine dis- 
charge and especially of uterine bleeding after the meno- 
pause has once been established should create grave 
suspicion of the presence of corpus cancer, particularly 
if the cervix appears normal. 

“Pain is not an important symptom in corpus cancer. 
It is rarely present while the disease is confined to the 
uterus but occurs in later stages when the cancer has 
spread to other structures. 

“Occasionally, in the earlier stages of the disease, a 
patient may experience uterine cramps and so-called 
“menstrual pains” associated with a feeling of weight, 
Such symp- 


pressure and bearing down in the pelvis. 
toms are usually intermittent, and are due to retention 
of the uterine discharge because of atresia of the cervix. 
They are promptly relieved when the intrauterine pres- 
sure overcomes the atresia. 

“Pyometra occurs but is not common and is much 
less frequent than with carcinoma of the cervix.” 


Leucorrhea. The frequency with which leu- 
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corrhea is found to be the reason for women con- 
sulting physicians and the countless numbers of 
divergent treatments for the condition has led 
to considerable investigative work along that 
line in recent years. Cruickshank,'? Karnaky,"* 
Adair,’* Plass'® and Roblee’® are among the 
recent investigators. Schultheiss in 1929 de- 
termined the hydrogen ion concentration on 
centrifugal vaginal washings, and Plass in 1936 
determined the pH of a small amount of vaginal 
discharge collected directly from the vagina. 
Adair has shown from biopsies of vaginal mucosa 
that the normal vagina has a general distribu- 
tion of glycogen, especially in the lower epi- 
thelial layers. Where there is vaginitis the 
glycogen content is diminished. 

Roblee in a recent presentation before the St. 
Louis Medical Society said in speaking of the 
“Effect of Acids and Alkalies on Cervicitis and 
Vaginitis” : 

“I have been technical but only to establish a clear 
understanding of the nature of vaginitis, and vaginitis 
as an etiological factor in cervicitis as a result of as- 
cending infection. It is not sufficient prophylaxis to 
do good obstetrics, to use cautery on the cervix during 
the post partum period, or to use some operative pro- 
cedure such as a Sturmdorff operation, or to do surgical 
diathermy of the cervix to effect a cure for chronic 
cervicitis. A vaginitis can produce a cervicitis just as 
much as a cervicitis can produce a vaginitis. I do 
not mean that a chronic cervicitis can be cured by 
curing the vaginitis, and the converse is equally true. 

“To effect a cure of chronic cervicitis I consider it 
necessary that the entire diseased gland bearing area 
of the cervix be removed by some suitable method; and 
I now wish to add to this the statement that the vagina 
must be kept acid in reaction as a prophylactic meas- 
ure. When the cervix is diseased acutely, subacutely 
or chronically, the normal alkaline discharge is more 
alkaline; that is, the pH is higher, 7.8. This means 
that the vagina will be markedly alkaline and becomes 
the incubating test tube for any and all virulent patho- 
genic organisms, which in turn keeps alive the cer- 
vicitis by ascending infection. To use antiseptics in the 
treatment of cervicitis or vaginitis becomes of little or 
no value except in the immediate transitory local action 
of the application. The racemose glands of the cervix 
become permanently) blocked by the mechanism of 
healed cervical erosion as the squamous epithelium 
grows back over the columnar epithelium extension 
which has caused the erosion. Thus it is necessary to 
structurally remove this lesion in order that the down- 
pouring of a strongly alkaline pathogenic stream into 
the vagina be stopped. In order to get the cervix 
ready for surgery or surgical diathermy procedures, acid 
applications to the vagina and time bring about a sub- 
siding of the acute and subacute cervicitis and vagin- 
itis, When the vagina is sufficiently acid no patho- 
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genic organisms can exist in a pH of 4.0 for any period 
of time. It is not possible or advisable to make the 
cervix anything but alkaline in reaction, although ex- 
cessive alkalinity can be corrected by the structural 
removal of the diseased gland bearing area of the cer- 
vix. This stresses the importance of increasing the 
acidity of the vagina. 

“To accomplish a dual purpose of supplying acid to 
the vagina and glycogen to the sub-epithelial layers of 
the vagina, Adair and Hesseltine recommend the se 
of a mixture of lactose 95% and citric acid 5%. The 
bacteria in the vagina ferment the lactose, producing 
lactic acid, and glycogen is absorbed by the vagina, 
This brings about normal vaginal conditions, 

“In an attempt to find something that would prevent 
the troublesome vaginal discharge during the sloughing 
period following surgical diathermy of the cervix | 
have been using the anhydride of lactose alone; the 
trade name of which is Beta Lactose. This preparation 
of lactose is soluble 30 parts per hundred whereas lac- 
tose is only soluble 6 parts per hundred. This means 
that the Beta Lactose will more readily absorb the 
moisture in the vagina and adhere to the vaginal walls 
as a smooth white coating. The technic that I am 
now using consists in placing a bi-valve speculum into 
the vagina without the aid of any lubrication that 
would change the pH of the vagina. A neutral cotton 
swab is used to remove moisture in the vaginal mucosa 
just inside the introitus, and this material is touched 
to a Nitrazine paper, and a reading! is taken from it 
to determine the vaginal pH. A glass rod may be used 
in place of the cotton swab. Another application may 
similarly be made from the vagina in the region of the 
posterior and anterior vaginal fornix. A third appli- 
cation is taken from the cervical canal. The color at- 
tained on the Nitrazine paper is compared with a 
Nitrazine chart which is lemon yellow with a pH of 
4.5; and is a dark, almost navy blue at 7.5. The normal 
pH of the vagina just inside the introitus should be 
4 to 4.5. The vaginal fornix may read 5 which is a 
mustard color, but should not be green as the green 
develops at a pH of 5.5 to 5. The cervical canal may 
be a dark green or a light blue 6.5 to 7. If there is 
a cervicitis present, the cervical canal will be a very 
dark blue 7.5-+ due to excessive alkalinity of the dis- 
eased cervix.” 


“In trichomonas vaginitis, you may expect a 
vaginal secretion reaction from the introitus to 
be definitely green about 5.5 to 6. The vaginal 
fornix, and even the vaginal portion of the 
cervical secretion may or may not be changed 
depending on the presence or absence of an as- 
sociated vaginitis. Pyogenic pus forming or- 
ganisms will give a grass green to blue color 
taken from the vaginal introitus. Occasionally, 
one sees excessive vaginal discharge with a pH 
reading of 4.5 to 5.0 in the introitus and vaginal 
fornix, and even the vaginal portion of the cer- 
vix as well, It has heen my experience that in 
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all of these cases, the infected organism is united 
yith mycosis, fungus or yeast forming organisms 
which grow in and produce an acid environment. 
Smears are taken and stained with carbolfuch- 
sin; from such cases the only bacteria seen are 
the rod bacilli, normal inhabitants of the acid 
vagina, plus of course, the infecting mycosis or- 
ganisms. 

“This brings up the reason for using lactose 
sugar, preferably the anhydrous lactose or beta 
lactose, for the acid forming vaginal organisms 
of the mycosis group cannot ferment a lactose 
sugar. Hence, the use of lactose will not make 
the condition worse, and if a small amount of 
powdered resorcin be mixed with the lactose and 
applied directly through the speculum or in a 
large vaginal capsule, instead of the boric acid, 
excellent results will be obtained in freeing the 
vagina of the mycosis and yet maintain a nor- 
mal vaginal environment. In concluding this 
technique, one might say that the pH readings 
obtained with the Nitrazine paper determines 
your immediate office treatment, which consists 
of filling the vagina with anhydrous beta lactose 
mixed with a small amount of boric acid powder 
or resorcin powder, and a vaginal capsule pre- 
scription of the same to be inserted by the pa- 
tient, herself, at intervals of every second, third 
or fourth day depending upon the severity of the 
infection and the vaginal pH reading. Douches 
are limited to once or twice a week and consist 
of 8 tablespoonfuls of white vinegar to 1 quart 
of warm water. Once a week is preferable to 
twice a week especially during the menstruation. 
During each day of the menstruation, the warm 
douches should be taken instead of the capsule.” 

3720 Washington Boulevard. 
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CARDIAC REVIEW OF 1936 


NATHAN FLaxman, M. D. 
CHICAGO 


General Remarks : Maddox stated that dyspnea, 
the earliest symptom of heart disease, in its 
milder forms, is tolerated by the patient, who 
contents himself with the philosophy of increas- 
ing years so that when the physician is finally 
consulted, the cardiac reserve it already low; 
thus the physician has the difficult task of as- 
sessing what remains, of steering a course be- 
tween pessimism and over-optimism and of de- 
tecting or avoiding the addition of the fearful 
cloak of neurotic anxiety. 


1. ANATOMY AND PHYSIOLOGY 


Wearn, Bromer, and Zschiesche,’ reporting on 
the incidence of blood vessels in human heart 
valves, noted that in the examination of 88 hearts 
without evidence of previous inflammation, blood 
vessels were found in one or more of the valves 
in 84% of the cases. Abramson and Margolin® 
presented evidence that the anatomic concept of 
the ventricular conduction system is incomplete 
as the Purkinje arborization of the ventricles, 
which is generally believed to be only subendo- 
cardial in location, is demonstrated te ramify 
throughout the outer ventricular wall and in the 
interventricular septum. DeWaart, Storm, and 
Koumans* stated that after experimental liga- 
tion of the coronary arteries the chance of ven- 
tricular fibrillation is greatest during the first 
forty minutes, but if it did not develop within 
five days, it did not set in. They observed bundle- 
branch block after left coronary artery ligation ; 
sino-auricular block, A-V block, and shifting of 
the pacemaker were observed after right coronary 
ligation. Messina’ found that the average amount 
of creatinemia is 7.15 mg. in patients suffering 
from cardiac diseases in compensation, and 12.27 
mg. in the same type of patients having decom- 
pensation; the total hypercreatinuria in these 
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cases is due to metabolic disturbances of the myo- 
cardium rather than to retention of creatin and 
creatinine in the blood due to renal insufficiency. 
Kindler* found creatine in the urine of all his 
cases of severe cardiac insufficiency ; it disappears 
again as the circulatory conditions improve. Herr- 
mann, Decherd, and Schwab,’ from their experi- 
mental work, stated that digitalization increases 
the creatine concentration in normal hearts; in 
hypertrophied hearts it keeps the relative per- 
centage of creatine high and thus further adds 
to the increased total creatine of work hyper- 
trophy. Wiggers and Green* experimented with 
various dilating drugs to note the effect upon 
the collateral flow after experimental coronary 
occlusion in dogs; they concluded that in dogs 
an increase in collateral circulation sufficient to 
be of functional use cannot be obtained by means 
of these drugs after complete coronary occlusion. 
Harrison, Friedman and Resnik,® in a discus- 
sion on the mechanism of acute experimental 
heart failure, stated that an increase in work pro- 
duced either by increasing the cardiac output or 
by raising the blood pressure causes an increase 
in the mechanical efficiency of the heart; in the 
intact animal heart failure is characterized by 
an increase in the volume of the heart and a 
decrease in the mechanical efficiency. 


2. METHODS OF CARDIOVASCULAR EXAMINATION 


1. Electrocardiography: Breed and Faulkner’® 
described cases of right axis deviation in a nor- 
mal vertical heart, left axis deviation in a normal 
transverse heart, T-wave alterations due to deep 
breathing, functional bundle-branch block and 
transient inversions of the T-waves as sources 
of error in clinical electrocardiography. The tes- 
timony furnished by the electrocardiogram can 
be properly evaluated when all the evidence is 
in, or occasionally it will deceive us; it will tell 
the truth, but not the whole truth. Burnett and 
Taylor,"' from a study of electrocardiograms on 
167 healthy children and infants, noted sinus 
arrythmia, seen most frequently in the 10th and 
llth years, in 21.8% of the records. Kurtz, 
Bennett, and Shapiro’? obtained electrocardio- 
grams on 109 patients during 113 surgical oper- 
ations under various anesthetic agents; disturb- 
ances of rhythm constituted the most striking 
changes noted, sinus arrythmia, extrasystoles 
and downward displacement of the pacemaker 
predominating, but for the most part all were 
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of a transient nature. Missal and Crain’ pre- 
sented an unusual case demonstrating electrical 
alternation of the QRST complexes without al- 
ternation of the pulse in a patient who had oc- 
casional attacks of syncope and convulsions. An 
active carotid sinus reflex was present and may 
have been a factor in producing the symptoms; 
the patient has shown clinical improvement dur- 
ing an observation period of 34% years. Ham- 
burger, Katz, and Saphir™ reported that in a 
case of transient electrical alternans, autopsy re- 
vealed an anomalous distribution of the right cor- 
onary artery with a calcified plaque markedly 
narrowing its mouth, generalized coronary ar- 
teriosclerosis and multiple myocardial infarcts. 
In a second case of possible alternons, autopsy 
revealed multiple minute carcinomatous infarcts 
within the myocardium and in the blood vessels 
of the heart. Sigler and Schneider’ reported 
the case of a 36 year old male knocked uncon- 
scious by an electric shock for about two minutes 
and the heart rhythm was found to be totally 
irregular after that until it returned to normal 
in about three hours. Eufinger and Molz"® re- 
ported electrocardiographic studies on 17 women 
with severe preclampsia and on six women with 
eclampsia ; there was no electrocardiographic evi- 
dence of direct cardiac impairment by the 
eclampsia. Cushing" dscribed a case of trichino- 
sis in a 27 year old male who showed inversion 
of the T-wave in the second lead and an upright 
T-wave in the fourth lead of the electrocardio 
gram, and as the patient recovered, these changes 
gradually disappeared. Hecht'® showed that a 
number of electrocardiographic curves obtained 
from the customary leads cannot be subjected to 
an exact clinical evaluation, and it is hoped that 
with leads from the thoracic wall it will be pos- 
sible to explain these obscure conditions. 

2. Roentgenography: Roesler’® challenged the 
statement that a failing heart diminishes in size 
as compensation becomes restored; this is pos- 
sible, but more often pericardial fluid has been 
merely resorbed or the position and the shape 
of the heart changed as the size of the liver de- 
creased. McGinn and White?° demonstrated that 
the presence of epicardial fat at the cardio- 
phrenic angles, especially on the left side just 
beyond the cardiac apex, may be a source of error 
in measuring the heart shadow on roentgenograms 
(“% foot” heart films) and may be misinterpreted 
as cardiac enlargement. Levy?! emphasized the 
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importance of pulmonary congestion as a factor 
in the atypical situation and roentgen appear- 
ance of pulmonary infarcts as residua of infarct 
shadows may persist over months and years. 
Schwedel and Epstein*? visualized roentgenolog- 
ically not only the pulmonary artery but also its 
main branches in normal and abnormal cases. 
The size of this vessel and its branches is of 
value in the recognitions of congenital lesions of 
the heart or lesions of the pulmonary arterial 
system in the absence of clinical signs. Spencer 
and Dresser®* reported three cases of right sided 
aorta; in two of these there was an erroneous 
diagnosis of mediastinal tumor. The examina- 
tion of the esophagus, the most important point 
in establishing the diagnosis of right sided aorta, 
shows displacement to the left at the level of the 
cavicle in the A-P view, while in the oblique 
and lateral views the esophagus is displaced an- 
teriorly; narrowing of the esophagus is seen in 
all views. Scott and Moore** stated that roent- 
genkymography, a relatively new and efficient 
aid in diagnosis, is another help in the differen- 
tial diagnosis between aortic aneuryms and medi- 
astinal tumors, as it records the movement of the 
heart chambers and great chambers. They*® de- 
scribed roentgenkymographic tracings diagnostic 
of certain types of heart disease. Gillies and 
Kerr®® stated that at the present time the limita- 
tions of the roentgenkymograph in the study of 
the heart are mainly those of the roentgenologist 
and that the value of its practical application will 
increase directly with our ability to correctly in- 
terpret the kymograms. 

3. Other Methods: Wood** performed the 
erythrocyte sedimentation rate in 164 cases of 
heart disease. He noted that congestive heart 
failure retards the sedimentation rate, regardless 
of the cardiac pathology and may therefore mask 
the activity of the disease process. Increased 
sedimentation rates were found in cases of active 
theumatic carditis, syphilitic aortitis and myo- 
cardial infarction. Oppenheimer and Hitzig?* 
used circulatory measurements in evaluating pul- 
monary and cardiac factors in chronic lung dis- 
orders and stated that uncomplicated pulmonary 
insufficiency, as is commonly observed in em- 
physema, is usually attended by normal circula- 
ory measurements, even when associated with 
right ventricular enlargement. The presence of 
abnormal circulatory measurements indicates 


that the pulmonary insufficiency is complicated 
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by myocardial failure. In chronic bronchopul- 
monary disease there is apparently no parallelism 
between the severity of clinical symptoms and 
the slowing of the pulmonary blood flow. Gior- 
dano” made determinations of the bilirubin in 
the blood of patients suffering from decompen- 
sated heart disease and concluded that the quan- 
tity of bilirubin in the blood and the intensity 
of the reaction, whether direct or indirect, runs 
parallel to the clinical evolution of the heart 
disease. The appearance of a direct reaction as- 
sociated with an increase of the bilirubin in the ° 
blood has an unfavorable prognostic significance 
Cohen*® described a new instrument for the de- 
termination of venous pressure by a direct 
method ; this new apparatus allows the introduc- 
tion of venous medication without being de- 
tached, so that the effects of drugs on venous 
pressure may be studied. 


3. SYMPTOMS AND SIGNS 


Baker,*' from the statistical and clinical study 
of a large group of patients, stated that palpi- 
tation can be the main symptoms in patients 
without any physical signs of cardiovascular dis- 
ease, and in these cases it is associated with a 
diffuse array of complaints expressive of physical 
and nervous exhaustion. Palpitation can also be 
the chief complaint in patients suffering from 
thyrotoxicosis, hypertension, or paroxysmal tachy- 
cardia, but the clinical picture is different and 
there are added signs and symptoms associated 
with these diseases. Palpitation is rarely the 
primary complaint of patients suffering from 
rheumatic heart disease. Lyon** stated that his 
experience in recent years has led him to ques- 
tion whether we are not becoming overcautious 
in evaluating cardiac pain and its significance, 
as coronary occlusion may occur without angina 
as a forerunner, and that an individual, espe- 
cially one past middle age, may have two coinci- 
dent but unrelated disease conditions. The sig- 
nificance of cardiac pain can be rightfully evalu- 
ated in the majority of cases only by a close, 
painstaking questioning of the patient designed 
to differentiate sharply the various types of pain. 
Ernstene and Knowlton** stated that cardiac 
asthma is due to sudden failure of the left ven- 
tricle, which has been damaged previously as the 
result of hypertension, or coronary artery sclero- 
sis, or aortic valvular disease; in a small group 
of patients with uncomplicated mitral stenosis 
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similar attacks occur as the result of factors 
which suddenly increase the heart rate. Robey*4 
stated that murmurs are merely a part, some- 
times a very small part, of the complete cardiac 
examination. During the course of acute infec- 
tions, especially rheumatic fever, there should be 
no haste on the part of the medical attendant to 
reach a conclusion concerning a murmur, as 
convalescence may entirely change the cardiac 
findings. Thompson and Levine** compared the 
accuracy in the diagnosis of single and multiple 
valvular disease of the heart by correlating the 
clinical and postmortem findings. They noted 
that the diagnosis of aortic stenosis is more ac- 
curate when the lesion exists in combination 
with deformity of other valves than when the 
other valves are normal. The diagnosis of aortic 
insufficiency is less accurate when other valves 
are also involved. The condition of the other 
valves made no difference in the accuracy with 
which lesions of the mitral valve are recognized. 
Steele*® stated that heart disease ac- 
companies non-infectious as well as infectious 
processes, but the form that the fever assumes 
exhibits certain differences dependent upon the 
nature and severity of the process with which it 
is associated. Bronchopneumonia appears to be 
a less common affection in heart failure than 
is generally supposed, as evidence exists that 


fever in 


fever accompanies the process of heart failure 
itself. 
4, ETIOLOGY OF HEART DISEASE 


1. Congenital: McGinn and White*’ reviewed 
7,500 postmortem examinations and their clin- 
ical records at the Massachusetts General Hos- 
pital and noted congenital defects that were 
found in 67 hearts (0.9%), of which 21 were 
infants under one year of age; abnormalities of 
the heart valves and anomalous coronary arteries 
comprised a large portion of the cases and un- 
doubtedly prevented a higher percentage of ac- 
curacy in clinical diagnoses because of the failure 
of these lesions to give clinical signs. Tarnower 
and Woodruff** cited the case of a widely patent 
foramen ovale in a 77 year old woman who was 
well until advanced age, which illustrates the 
rather benign nature of a large interauricular 
septal defect when unaccompanied by a valvular 
Koritschoner® reported the occurrence 
of paradoxical embolism, the passing of a blood. 
clot from the right side to the left side of the 


lesion. 
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heart through the patent foramen ovale, in g 
63 year old woman who died unexpectedly six 
days after a uterine suspension. Arkin‘? pre- 
sented six cases of a clinically new aortic anomaly 
which consists of a total persistence of the right 
aortic arch combined with a persistence of the 
left aortic arch in the form of the left subclavian 
artery, an isthmus stenosis, and a diverticulum 
of the aortic arch. The clinical signs noted 
were dullness to the right of the sternum, visible 
systolic pulsation in the second and third right 
intercostal spaces, a strong palpable pulsation in 
the right supraclavicular fossa, a maximum inten- 
sity of the aortic sounds in the region of the head 
of the right clavicle, slight displacement of the 
trachea to the left and a tracheal tug. Talley 
and Fowler*! reported the case of the tetralogy 
of Fallot, the Eisemenger type, consisting of pul- 
monary valvular insufficiency without obstruction, 
interventricular septal defect, deviation of the 
aorta to the right and hypertrophy of the right 
ventricle of the concentric type, in a woman who 
died at the age of 31 years. She was a blue 
baby, had a normal physical and mental develop- 
ment, but passed through two pregnancies and 
was able to take care of her house until within a 
month of her death. Kissin*? described the case 
of pulmonary insufficiency in a 41 year old female 
who had a loud diastolic murmur at the base of 
the heart and in whom a supernumerary cusp 
was found in the pulmonary valve at necropsy. 
2. Rheumatic: Nichol*® reviewed the available 
data to indicate that there is a definite inequality 
in the distribution of rheumatic fever and rheu- 
matic heart disease in the United States. Only 
1.3% of the “cardiac” patients found in Miami, 
both in hospital and office practice, had rhev- 
matic heart disease determined clinically to have 
been acquired during life or residence in the 
South, compared toa recent estimate that 31.9% 
of the “cardiac” patients encountered in New 
England were of the rheumatic type. Werner“ 
analyzed the association of active rheumatic fever 
with heart failure in 100 consecutive cases of 
rheumatic cardiac disease with congestive failure 
studied in the wards, in 75 cases of the same 
condition studied at autopsy, and of 50 cases 
of syphilitic cardiac disease included for the same 
purpose. Signs of active rheumatic fever were 
demonstrated in 45% of the clinical cases of 
rheumatic cardiac disease and activity was sus- 
pected in an additional 21%. In the patho- 
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logical material, active rheumatic lesions were 
found in 66% of the cases of rheumatic cardiac 
disease. Bland, Jones, and White,*° from a fol- 
low-up of 1,000 children and adolescents with 
rheumatic heart disease, showed that certain 
physical signs considered characteristic of valvu- 
lar disease may occasionally regress and ulti- 
mately disappear. This favorable sequence of 
events was observed during the course of ten 
years in 83 cases (8.3%). In not one single 
patient did they observe the disappearance of 
either a very loud diastolic murmur ending in 
a loud crescendic presystolic roll or a loud aortic 
diastolic murmur and the peripheral circulatory 
signs of free aortic regurgitation. Friedberg and 
Gross,*° from a study of the pericardial lesions 
found in 87 cases of active and inactive rheu- 
matic fever, noted that rheumatic disease of the 
heart is almost invariably associated with cer- 
tain inflammatory changes in the pericardium. 
tibson and Denenholz*’ reported a clinical and 
postmortem study of 73 cases of rheumatic heart 
disease in childhood which revealed that predis- 
posing causes of the rheumatic infection, such 
as sore throats, chronic tonsillar infection and 
scarlet fever, were encountered with less fre- 
quency than was anticipated. The first attack 
of carditis proved fatal in 40% ; auricular fibril- 
lation was infrequent, occurred in older patients 
and was usually a terminal event. The average 
duration of life was longest when the attack be- 
gan with chorea, less prolonged when joint pains 
initiated the infection, and shortest when the 
invasion of the heart itself was the only evidence 
of rheumatism. Bland ,and White**® stated that 
relatively young people ‘with severe angina pec- 
toris complicating rheumatic heart disease ap- 
pear to be an unusually suitable group for the 
relief of pain by paravertebral alcohol injection 
of the thoracic sympathetic rami communicantes. 
Attention is called to the probable importance 
of active cardiovascular disease, either luetic or 
rheumatie, as an essential feature of atypical 
angina pectoris in young people with free aortic 
regurgitation. Gross and Fried*® reported a high 
incidence of inflammatory and vascular lesions in 
the auriculoventricular conduction system ; 66% 
of 60 hearts from patients who had had active 
rheumatic fever showed these lesions in the con- 
duction systems. 

3. Bacterial: Sutherland and Willis® reported 
the case of an 18 year old male with an ulcerative 
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mitral endocarditis due to a diphtheroid bacillus 
structurally and culturally resembling the diph- 
theria bacillus. They emphasized the point that, 
although diphtheroids in blood cultures are usu- 
ally considered contaminants from the skin, the 
possibility of these bacilli having clinical sig- 
nificance should not be overlooked. Riesman, 
Kolmer, and Polowe*®! stated that splenectomy 
for subacute bacterial endocarditis is well borne, 
even in far-advanced cases, but it has not so far 
been followed by a permanent sterilization of the 
blood stream in cases in which the blood stream 
infection existed; in each of the cases reported 
life was prolonged and made more comfortable, 
but this did not prevent the major cause of death 
in these patients, embolism. Segal®? studied 192 
cases of bacterial endocarditis, 67 with electro- 
cardiograms, and found only four cases of auricu- 
lar fibrillation and two of auricular flutter. 
The occurrence of auricular fibrillation and flut- 
ter in the course of bacterial endocarditis ap- 
pears to be related to the functional integrity 
of the myocardium rather than to any grade of 
underlying mitral stenosis in itself. Lehmann’ 
reported the occurrence of coronary thrombosis 
in a 53 year old male with infarction of the 
papillary muscle and shortening of the chorde 
tendine of the mitral valve; this handicapped 
mitral valve, though free of any previous inflam- 
matory disease and of congenital anomaly, later 
became the site of subacute bacterial endocarditis. 
Kearns described a case of malignant endocar- 
ditis of the mitral and aortic valves due to Bacil- 
lus pyocyaneus in a debilitated 35 year old male 
who was addicted to the use of drugs; the con- 
dition apparently followed cutaneous abscesses 
at the point of injection of the drug. The es- 
sential pathological feature was the transforma- 
tion of the cardiac valve into necrotic granula- 


tion tissue which harbored enormous numbers of 


the bacteria. Cooke®® reported a case of acute 
bacterial endocarditis complicating a congenital 
defect in the interventricular septum in a 12 
year old boy; the physical findings of pulmonary 
stenosis were explained at autopsy by a mass of 
vegetations which arose from the margins of the 
septal defect and almost completely filled the 
pulmonary valve orifice. This case illustrates the 
inaccuracy of a diagnosis of congenital pulmonary 
stenosis in the absence of right axis deviation 
in the electrocardiogram. Rennie and Young™ 
reported a fatal case of malignant endocarditis 
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of the mitral valve due to Brucella abortus in a 
17 year old male, ill ten weeks. Giddings®’ de- 
scribed the occurrence of bacterial endocarditis 
of the aortic valve in a child of two months and 
also the death of a four day old infant from pneu- 
mococcic endocarditis ; both were males of a pair 
of binovular twins, a boy and a girl in each pair, 
and the other twin in each case appears perfectly 
healthy and is thriving. Harkness*® cited the 
case of a 32 year old male who showed definite 
evidence of a bacterial endocarditis and blood 
agglutination tests showed Brucella abortus in- 
fection; the patient lived 214 years and died of 
acute pulmonary edema. Autopsy revealed mitral 
and aortic endocarditis, both valves being fibrosed 
and covered by gritty vegetation, but neither Br. 
abortus nor Gram-positive cocci were cultured 
from the vegetations. Ernstene and Lawrence*® 
presented clinical and postmortem observations 
on a 46 year old male with advanced mitral ste- 
nosis, regular heart rhythm, subacute bacterial 
endocarditis and an occluding thrombus of the 
left auricle. The striking clinical feature was 
the occurrence of an attack of typical cardiac 
asthma accompanied by tachycardia and signs 
of greatly impaired peripheral circulation, the 
latter signs persisting after subsidence of the 
paroxysmal dyspnea and the tachycardia. Cohn® 
reported a case of gonococcie endocarditis in a 
38 year old male, who had a positive blood cul- 
ture but had no history or anatomic evidence of 
gonorrhea except possibly the enlarged prostate 
and seminal vesicles. The positive complement 
fixation test was contraindicated by the equally 
positive Widal, so that the serologic examina- 
tions only confused the clinical picture. The 
postmortem examination, while confirming the 
clinical diagnosis of ulcerative endocarditis, gave 
no hint as to the etiology. There was no evidence 
dence of previous cardiac damage or defect, so 
that this is one of those exceptional cases in which 
gonococci, invading the blood stream, caused 
inflammation of a normal endocardium. Clarke 
and Haining® reported the occurrence of a fatal 
endocarditis of the pulmonary and mitral valves 
in a 15 year old Japanese girl due to an organ- 
ism that is rarely pathogenic, the Neisseria 
catarrhalis. 

4. Syphilitic: Arkin® stated that the earliest 
and most important diagnostic sign of syphilitic 
aortitis is the demonstration of a widening of 
the ascending aorta or any other part of the aorta 








June, 1937 


on fluoroscopic examination. The second most 
important sign is the increased manubrial dul]- 
ness. The third most important finding is the 
tambour or bell-like, ringing second aortic sound. 
A fourth frequent finding is a systolic murmur 
at the base, found in 66% of the cases of un- 
complicated syphilitic aortitis, but the murur 
alone is not diagnostic of this condition. Cole 
and Usilton®* reported extensive cooperative clin- 
ical studies on cardiovascular syphilis from which 
the following were noted: the frequency of inci- 
dence of uncomplicated syphilitic aortitis was 
4.9% or 326 patients, of which 10% had the 
infection less than five years; the average dura- 
tion of life in patients who died had been in- 
creased from 34 to 85 months when adequate 
treatment was given after the detection of the 
aortitis; and the average duration of life for 
patients who had been treated with large doses 
of arsenicals was 20 months longer than that for 
patients who had been treated with small doses 
of the same drug. Aortic regurgitation" was 
observed 20 to 30 years after the infection in 
260 cases, and average duration of life was in- 
creased from 40 to 55 months with adequate 
treatment after the detection of the valvular 
lesion; the average duration of life for the pa- 
tients with aortic regurgitation who died was 
30 months when congestic heart failure was press- 
ent before treatment and 47 months when con- 
gestive heart failure was not present. Seventy- 
four cases of aortic aneurysm® were included, 
of which 77% had not been treated prior to the 
detection of the aneurysm; the average dura- 
tion of life after the detection of the aneurysm 
in patients receiving an adequate amount of 
potassium iodide was 37 months, which increased 
to 75 months when adequate antisyphilitic treat- 
ment was given. Libman® cited the case of a 
white male, now 42 years of age, who, when first 
examined in 1912, had all the signs and symp- 
toms of aortic aneurysm; he was seen again in 
1929 and complete examination revealed no signs 
of aneurysm; when re-examined in 1935, he was 
well with negative signs. The only residuum 
22 years after the original diagnosis of aortic 
aneurysm was a slight weakness of the abductors 
of the vocal cords. Reifenstein®’ described the 
case of a 26 year old white male who had the 
history, physical and laboratory findings, electro- 
cardiographic evidence and the clinical course 
usually considered characteristic of acute myo- 
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cardial infarction. The age of the patient, the 
history of syphilis and the secondary skin mani- 
festations, justified the admission diagnosis of 
myocardial infarction from closure of the ostium 
of the coronary arteries due to syphilis; however, 
because of the duration of the illness, the final 
antemortem diagnosis was acute myocardial in- 
farction due to coronary thrombosis. Autopsy 
revealed patent coronary arteries and active gran- 
ulomatous myocarditis with multiple caseating 
foci but no spirochetes were found in the heart 
muscle. Richter®® described a case of true syphi- 
litie endocarditis of the heart valves as treponema 
were found in the cusp and aortic valve ring; 
two rarely associated cardiac anomalies were also 
present, congenitally bicuspid aortic valve and 
subaortic stenosis, the latter clinically producing 
signs of aortic stenosis in the anatomical pres- 
ense of aortic insufficiency, which led to a diag- 
nosis of rheumatic aortic stenosis and insuffi- 
ciency. Zimmerman-Meinzingen® warned against 
the underestimation of certain neurotic traits that 
occur in patients with syphilitic coronary ste- 
nosis, such as constant unrest, anxiety or excita- 
tion, because a coronary stenosis frequently exists 
in these patients with mesaortitis. Syphilitic 
coronary stenosis may exist for a long time, how- 
ever, without giving rise to complaints, as the 
subjective difficulties are frequently of short dura- 
tion and fatalities occur occasionally in apparent 
health. 

5. Thyrotoxic: Maher and Sittler’® stated that 
congestive heart failure is not present in uncom- 
plicated thyrotoxicosis, but the presence of this 
phenomenon is associated with the coexistence 
of a structural cardiac lesion. Abnormal cardiac 
physiologic function, as determined clinically or 
demonstrated objectively by the electrocardio- 
gram, such as all types of heart-block and auric- 
ular fibrillation, appears to be manifestations of 
the primary organic cardiac disease modified by 
the element of thyrotoxicosis. In general, the 
effect of the thyrotoxicosis seems to be that of a 
catalytic agent as the course of the organic heart 
disease progresses more rapidly when the thyro- 
toxicosis is active; often it brings to the surface 
latent cardiac lesions, which resume their latency 
on the successful termination of the thyrotoxi- 
cosis. They believe that the next step in the fur- 
ther reduction of surgical mortality and mor- 
bidity of thyrotoxicosis lies in the recognition 
and proper management of all associated patho- 
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logic changes, particularly in the cardiovascular 
system. Feldman" is of the opinion that the 
heart in thyrotoxicosis suffers from overwork be- 
cause of the demands by the tissues for more 
oxygen and because of the increase in the in- 
trinsic metabolism of its own fibers. Thyrotoxi- 
cosis itself seldom produces congestive heart fail- 
ure but this developes with auricular fibrillation 
in a normal heart, with auricular fibrillation and 
coincident cardiovascular disease, or with sinus 
rhythm and coincident cardiovascular disease. 
Cookson’* reported the case of a 38 year old 
white female with a coarctation of the aorta who 
went through two normal labors and began to 
have symptoms of toxic goiter; complete thy- 
roidectomy was performed and the toxic symp- 
toms cleared up. 

6. Myxedema: Higgins’* concluded from ex- 
perimental evidence and the available postmor- 
tem findings that changes in the cardiovascular 
system in myxedema are of frequent occurrence. 
In the early stages of thyroid deficiency it is 
probable that there is a mucin-like infiltration 
of the muscle-fibers which can be overcome by 
the judicious use of thyroid extract. As the dis- 
ease progresses further degenerative changes 0c- 
cur which is characterized by a definite enlarge- 
ment of the heart and development of sclerotic 
changes in the arteries. The heart in myxedema 
is a distinct clinical and pathologic entity and 
should be considered in the differential diagno- 
sis of every obscure cardiac disease. Webster 
and Cooke’ readily produced myxedema in adult 
rabbits by total removal of the thyroid gland, 
and in the cases of more severe involvement this 
was accompanied by pericardial and peritoneal 
effusions ; on microscopic examination the heart 
muscle showed marked degenerative changes. 

%. Hypertension: Flaxman™ studied the 
course of hypertensive heart disease in 623 un- 
complicated cases, (189 known dead and 434 
known living). Approximately 80% of the de- 
ceased succumbed within two years after the on- 
set of symptoms. Congestive heart failure oc- 
curred most often within one year after the 
onset of symptoms, and 85% of the deceased 
had died within one year after the heart failure 
appeared. The majority of the deceased col- 
ored patients (65.2%) died before 50 years of 
age, while a minority of the deceased white pa- 
tients (30.2%) succumbed before that age. 


65% of the deceased died of congestive 
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heart failure, although all of the patients 
had 
during the course of the disease or at the time 
of death. A significant number of patients, al- 
though very small in comparison with the re- 
mainder, had lived and are living 5 to 20 years 
after the appearance of the first cardiac symp- 
tom, and a lesser group had lived or are living 5 
to 8 years after the occurrence of congestive heart 
failure. Averbuck*® concluded that cardiac fail- 
ure in hypertension is occasioned in the great 
majority of cases by coronary artery sclerosis and 
thrombosis which cause degenerative changes and 
myocardial insufficiency or sudden 
death. In order to investigate the cause of heart 
failure in hypertension the hearts of 40 hyper- 
tensive patients who died with symptoms of myo- 
cardial insufficiency were studied; as a control 
group 30 hearts from patients with hypertension 
who died of cerebral accidents, renal insufficiency 
or incidental diseases, were likewise studied. 85% 
of the cases in the cardiac group had significant 
coronary arterial involvement whereas only 10% 
of the cases in the control group had significant 
coronary artery disease. White’? noted the com- 
mon occurrence of serious involvement of the 


evidence of heart failure at some _ time 


eventual 


heart in hypertension as 26% of his 1249 cases 
had angina pectoris, 8% had coronary thrombo- 
sis, and auricular fibrillation occurred in 171 


cases, being paroxysmal in 55. Schulze and 
Schwab” called attention to the significant fact 
that, although arteriolar hypertension is practic- 
ally unknown among the native African negroes, 
the disease is unusually prevalent in their des- 
cendents living in this country, the incidence be- 
ing actually greater than that in the American 
white race; the importance of environment as a 
causative factor is emphasized. Andrus” studied 
the relation of age and hypertension to the struc- 
ture of the small arteries and arterioles in skele- 
tal muscle in 137 individuals from which he 
stated that it is not possible to distinguish be- 
tween hypertensive and control patients by exam- 
ination of the small arteries and arterioles of the 
pectoral muscle. 

8. Pulmonary: Kountz, Alexander, and Prinz- 
metal,® from their observations on 17 autopsied 
cases of pulmonary emphysema and on dogs with 
experimental emphysema, stated that the heart is 
affected in the majority of patients with emphy- 
sema. The lesion, cardiac hypertrophy, with di- 
iatation of the right ventricle when advanced, 
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may produce symptoms, but probably hag no 
clinical reflection in its earlier stages. The 
cause of the left ventricular hypertrophy remains, 
as yet, undetermined, and there is experimental 
evidence to indicate that the right ventricular 
dilatation and hypertrophy occur chiefly in the 
earlier stages of emphysema, when the lungs are 
in the process of distention, rather than later as 
in the general opinion. Rubin* examined radio. 
logically a number of cases of bronchial asthma 
with and without emphysema with a view to de- 
termining the size of the heart. He noted that 
the size of the heart is smaller in the majority 
of cases of bronchial asthma than the normal 
for age, height and weight of the patient; if the 
size of the heart in an asthmatic patient is 
normal for the individual’s body proportions the 
heart is likely to be pathologically enlarged. Em- 
physema may give rise to many of the symptoms 
and signs of cardiac failure though the heart it- 
self be normal, yet severe emphysema may exist 
for years without associated cardiac enlarge- 
ment. When cardiac enlargement supervenes on 
un old-standing emphysema this enlargement is 
usually general and shared by both ventricles. 
In the absence of associated cardiovascular dis- 
ease, a selective or preponderant enlargement of 
the right ventricle in emphysema is an uncom- 
mon finding. 

9. Coronary: Kirshbaum,* from a statistical 
study of coronary disease at necropsy, reported 
that the incidence of severe coronary sclerosis in 
hypertrophy of the heart is not unusually high, 
as it occurred in only 155 (38.5%) of 403 cases 
considered the result of hypertension. Phipps® 
analyzed the contributory causes of coronary 
thrombosis and noted that 60% of 235 cases were 
in no way related to physical stress; in the re- 
maining 40% exertion was, in 17% of the total, 
only moderate, such as walking or running 4 
machine. More than half of these attacks dur- 
ing so-called exertion occurred within an hour 
after the ingestion of food. Campbell studied 
the influence of gall-bladder and other infections 
on the incidence of coronary thrombosis and 
demonstrated that concurrent or previous infec- 
tions are found in many cases, but it is 
difficult to prove that these infections are 
the determining cause of the severe cal 
diac lesion. Denny** attempts to explain the 
increase in coronary disease and its cause and 
states that little attention has been paid to the 
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fact that the disease is rare in men with occu- 
pations requiring daily physical effort and most 
frequent in those with sedentary occupations, 
which suggests that physical inactivity predis- 
oses to coronary disease. Johnston,** from a 
study of the autopsy records of 400 patients above 
the age of 39 years, noted an incidence of marked 
coronary sclerosis of 24% for the white males, 
9% for the colored males, 10% for the white fe- 
males, and 4% for the colored females. Coronary 
occlusion, with myocardial infarction, either re- 
cent or old, was found in 9% of the white males, 
4% of the colored males, 4% of the white fe- 
males, and in 2% of the colored females. Levy 
and Boas*’ reported that among patients referred 
for cardiovascular diagnosis coronary artery dis- 
ease was 4.9 times as frequent in man as in 
woman. All but 7.7% of 169 women with coro- 
nary artery disease had either arterial hyperten- 
sion or diabetes mellitus. Mistaken diagnoses of 
coronary artery disease in women are common be- 
cause of the erroneous interpretation of symptoms 
such as precordial pain with or without radia- 
tion to the left arm and a sense of choking and 
fear of death, symptoms that are common in the 
absence of organic heart disease. Gross and 
Oppenheimer®* stated that coronary thrombosis 
is relatively rare in patients with rheumatic val- 
vular disease, the most significant reason for the 
infrequent occurrence being that rheumatic fever 
runs its course before the degenerative period of 
heart disease. Root and Sharkey*® reported that 
among 175 diabetic patients who were autopsied 
the most common cardiac lesion was coronary 
sclerosis and was present in some degree in 132 
cases. The degree of coronary sclerosis bore a 
more definite relationship to the duration of the 
diabetes than it did to the age of the individual 
or the severity of the disease and this relation- 
ship held true for both the hypertensive and non- 
hypertensive diabetic patients. Coronary throm- 
bosis occurred with approximately four times 
greater frequency in the diabetic patients with 
hypertension than it did in diabetic patients 
without hypertension. Edeiken and Wolferth® 
described briefly 14 cases with persistent pain in 
the shoulder region following myocardial infarc- 
tion, the pain being usually described as burn- 
ing, aching or wrenching, and occasionally shift- 
ing from shoulder to shoulder. It began coin- 
cidently with the attack of coronary occlusion or 
any time up to at least four months after the 
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attack, and persisted from 7 weeks to over 5 
years. Bruenn, Turner, and Levy attempted to 
define some of the clinical and pathological fea- 
tures of coronary disease which are associated 
with cardiac pain and appear to favor its occur- 
rence. Pain was present in 20% of cases of 
coronary sclerosis without occlusion and in 40% 
of cases with closure of a branch. The presence 
or absence of hypertension, in the group as a 
whole, had no effect on the incidence of pain. 
Levy and Bruenn® state that there is a group of 
patients with atherosclerosis of the coronary ar- 
teries to whom death comes suddenly and in 
whose coronary vessels, at necropsy, no fresh 
thrombus is found, and this syndrome may be 
designated “acute, fatal coronary insufficiency.” 
In approximately 12% of their fatal cases of 
coronary sclerosis without thrombosis death 
occurred suddenly but if thrombosis had oc- 
curred death was sudden in 33%, so that 
the presence of thrombosis almost tripled the 
likelihood of sudden death. Thrombosis of a 
coronary artery is rarely if ever the immediate 
cause of death in these patients but it increases 
the liability to acute coronary insufficiency by 
further reducing the functional capacity of an 
already impaired coronary system. Schwartz 
reported a study of 15 patients exhibiting the 
Adams-Stokes syndrome following acute coro- 
nary vessel closure. This group formed one- 
third of a series of 45 patients with the syndrome 
and in each instance there was evidence of ante- 
cedent hypertension. Cowan reported 33 out 
of 43 patients alive more than six months after 
myocardial infarction, and concluded that the 
care taken at the time of the infarct and the re- 
action of the sufferer to his disability are two 
important factors in the prognosis. Willius,*® 
from a study of 370 cases of coronary thrombosis, 
noted that in 71.9% the thrombosis occurred 
when the patients were between the ages of 50 
and 70 years, with a great preponderance of males 
over females, 7.1. Solitary occlusion occurred in 
80.3% of the cases; two episodes in 17%; three 
in 2.2%, and four occlusions in 0.5% of the 
cases. Death directly attributable to the heart 
occurred in 51.6%, and of these cardiac deaths 
36.6% were due to coronary thrombosis, 51.9% 
to cardiac failure, and 11.5% to sudden death of 
uncertain mechanism. Gross and Schwartz®® re- 
ported a case of an acquired interventricular sep- 
tal defect secondary to coronary disease in a 57 
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year old male; this man, despite coronary artery 
and septal disease, lived six months, long enough 
to develop chronic congestive heart failure which 
for a considerable time was amenable to the usual 
diuretic measures. Feinberg®’ treated 6 patients 
with severe and intractable angina pectoris due 
to coronary disease, who were seriously incapaci- 
tated and had not improved on rest and custom- 
ary therapy, with repeated intravenous injections 
of hypertonic saline solutions over long periods 
of time; definite and continuous improvement 
was noted in their clinical condition. Master, 
Jaffe, and Dack®® studied the effect of a low 
calorie diet (800 calories) on basal metabolism 
in 28 patients with coronary thrombosis and in 
\4 with angina pectoris whose control readings 
were within normal limits; in 31 patients the 
reading was lowered 15 to 35%. No ill effects 
were noted from low metabolism induced by pro- 
longed undernutrition of from 3 to 12 months 
duration. Collens, Stoliarsky, and Netzer®® are 
not in accord with previous clinical reports which 
indicated that anginal symptoms are frequently 
aggravated in the insulin treated elderly diabetic 
with coronary sclerosis even when the blood- 
sugars are normal. They feel that harm has 
been done by introducing the concept that insulin 
has a deleterious effect on the heart of the eld- 
erly diabetic patient as it is not this but the 
hypoglycemic attack that is fraught with danger. 
Christensen,” in his remarks on sedimentation 
reaction in coronary thrombosis, finds the test 
of great diagnostic and prognostic value. <A 
constantly increasing rate to high values is an 
unfavorable prognostic sign, while a slow and 
gradual decrease is a favorable sign. Shookoff, 
Douglas, and Rabinowitz'® noted that the red 
cell sedimentation time is rapid in cases of acute 
cardiac infarction between the second and fifth 
days, and returns to normal between the 13th and 
39th days; the rate may be abnormal when the 
temperature and leukocyte count are normal 
throughout. Hirsch’®* reported the case of a 71 
year old male with a completely negative previ- 
ous history with a severe attack of pain due to 
coronary occlusion unrelieved by the usual drugs 
and very cyanotic; phlebotomy gave no relief 4 
ce. of Evipal was given intravenously and he fell 
asleep, after the first 2 cc. were given, for 15 min- 
utes, awakening with only a dull precordial ache 
and made an uneventful recovery. Warner and 
Dauphinee*®* described a case of thrombophlebitis 
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migrans in a 45 year old male who had a cop. 
plete occlusion of a coronary sinus by thrombys 
formation ; the condition was diagnosed clinically 
because of repeated attacks of parorysmal tachy- 
cardia in this patient with widespread migratory 
phlebitis. Polanco*®* analyzed the relation of 
coronary sclerosis to symptoms and its distribu. 
tion in 242 fatal cases and noted that dyspnea 
and cardiac pain were the symptoms most fre. 
quently encountered; no cases with mild sclero- 
sis gave a history of pain. Master, Jaffe, and 
Dack*®* reported a mortality rate of 16.5% in 
267 attacks of coronary thrombosis, only 8% in 
first attacks; hypertension, which preceded the 
attack in 66% of cases, did not directly influence 
the prognosis. Sappington and Cook’® noted 
radial artery changes in comparison with those 
of the coronary and other arteries from which 
they stated that the anatomic condition of the 
radial artery has no bearing on visceral sclerosis. 

10. Miscellaneous: (a) Pregnancy: Jensen™ 
stated there is no evidence that the age at death 
is less among parous women or that the period 
of survival after the first attack of rheumatic in- 
fection is shortened by pregnancy. ‘The evil 
effect of pregnancy on heart disease seems to be 
that it may precipitate congestive heart failure 
when it is imminent and aggravate it when it is 
present. Of the various valvular lesions, the 
combination of mitral and aortic disease carries 
by far the highest death rate. The presence of 
auricular fibrillation in valvular heart disease in- 
creases greatly the chances of a fatal outcome, 
perhaps because it here indicates that the dis- 
ease is approaching the end of its course. Dono- 
van?” stated that therapeutic abortion is indi- 
cated principally in cases of cardiac reinfection 
during pregnancy, in the few cases which are get- 
ting worse in spite of bed-rest and digitalis ther- 
apy, and in the more severe forms of aortic dis- 
ease and congenital malformations of the heart. 
Henderson’ stated that if cardiac failure in 
rheumatic heart disease does not occur during 
pregnancy, it is very unlikely to develop as the 
result of a normal labor. Bernstein’ reported 
a successful delivery by Cesarean section in a 25 
year patient with complete heart-block who had 
no signs of decompensation during pregnancy. 
Harvey’ reported the occurrence of premature 
separation of the placenta and circulatory col- 
lapse associated with pericardial effusion in 4 
16 year old primipara who died on the operating 
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table while a Cesarean section was being per- 
formed; there were no changes in the heart it- 
self. 

(b) Trauma: Bigger’ stated that in the 
diagnosis of heart wounds the history is of lit- 
tle value because the patient’s observations under 
such circumstances are apt to be unreliable. The 
physical findings of cardiac tamponade, which 
vary with the degree of compression of the heart, 
are distention of the neck veins, distant and 
muffled heart sounds, circulatory collapse out of 
proportion to the amount of blood lost, pallor 
with cyanosis, and a relatively low pulse rate. 
The Watsons’*® used autohemotransfusion to 
combat the excessive loss of blood resulting from 
a stab wound of the heart in a 16 year old boy 
who had lost about 1400 cc. in the left pleural 
space and pericardial sac. Postoperatively the 
boy developed an empyema which necessitated 
aspirations and finally rib resection, but when ex- 
amined seven months after the injury he was in 
good health. Mayer’’* treated seven cases of in- 
juries to the heart and pericardium over a period 
of two years, five patients recovering. ‘Two re- 
covered without operation. No external drain- 
age should be used following these major surg- 
ical procedures; instead a wide communication 
should be left between the pericardium and the 
pleural cavity to provide internal drainage, and 
if any considerable amount of fluid accumulates 
in the pleural cavity, it may be removed by thor- 
acentesis. Kissane, Koons and Fidler’? re- 
ported a case of rupture of the cusps of a normal 
aortic valve in a 22-year old male who was com- 
pletely buried by stone and debris in an explo- 
sion and suffered multiple injuries to the arms, 
legs and chest. He lived 14 months after the acci- 
dent and recovered from all the injuries, but died 
of congestive heart failure. Rixford'® reported 
the case of a 40 year old dairyman who was kicked 
in the left lower chest and knocked unconscious 
by a cow. He worked for several days after the 
accident but was ill with pain in the chest and 
dyspnea. Pericardial aspiration yielded dark 
blood and x-ray revealed an enormous pericardial 
shadow. He expired % weeks after this aspira- 
tion while under ether anesthesia for pericardi- 
otomy, but only the skin incision had been made. 
Bullock"? reported the case of a 20 year old male 
Who was shot in the heart and presumably dead 
when operated on for the experience ; the patient 
recovered after surgery in spite of a complicat- 
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ing purulent pericarditis and left pleural em- 
pyema. If all patients with heart wounds dying 
in the ambulance or shortly after admission were 
sent not to the morgue but to the operating room 
and operated upon immediately, some of them 
would recover. Glendy and White’*® reported a 
case of nonpenetrating wound of the heart muscle 
with rupture of a papillary muscle and contusion 
of the left ventricular wall from external violence 
although there were no significant clinical find- 
ings suggesting cardiac trauma; death resulted 
26 hours after the injury, from ‘loss of blood, 
shock and an overwhelming pneumonic infection 
following the removal of a ruptured spleen. 
Spearman™® reported the case of a 19 year old 
male who was shot in the left chest in 1932 and 
enjoyed good health for 20 months when he died 
of rupture of a traumatic aneurysm of the arch 
of the aorta into the esophagus. Williams’™ re- 
ported the case of an 18 year old male who was 
accidentally thrown from an auto and knocked 
unconscious; on recovering he complained of se- 
vere precordial pain and a marked tachycardia 
was present ; 30 hours after the accident the pulse 
became bounding and the aortic closure sound 
became harsh; at 33 hours there were typical 
findings of aortic insufficiency. A pericardial 
friction rub appeared on the second and lasted 
to the seventh day, the heart sounds becoming 
normal on the eighth day. 

(c) Artertovenous Aneurysm and Avitamino- 
sis: Walker’*? demonstrated reversible cardiac en- 
largement of enlarged hearts in arteriovenous 


. aneurysm, beriberi and myxedema. These three 


diseases are readily amenable to specific treat- 
ment and should be considered either as primary 
or as contributing factors in the differential diag- 
nosis of all enlarged hearts. Rabinowitz and 
Rogers'*? reported the case of a four year old 
boy who had a chronic avitaminosis with cardiac 
enlargement. All the symptoms and signs of 
heart disease disappeared after four months of 
adequate feeding. 

(d) Uterine Myoma: Jacobs'** reported from 
a critical analysis of his material that uterine 
myomas do not produce any significant changes 
in the cardiovascular system; no patient oper- 
ated on for the myoma died of any cardiac com- 
plication despite the presence of coronary artery 
disease in severai. 

(e) Nephritis: Richter and O’Hare’** de- 
scribed their clinical and pathological observa- 
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tions on the heart in 66 patients who came to 
autopsy with chronic glomerular nephritis. The 
heart in this disease is essentially the same as 
the heart in primary vascular hypertension ex- 
cept for the modifications brought about by the 
lower average age, the duration of the hyper- 
tensive process, the degree of hypertension, and 
by terminal uremic pericarditis. 


5. PATHOLOGY 


1. Myocardial: Redfearn'*®’ reported a case of 
calcification of the myocardium which was so 
extensive it involved the entire anterior half of 
the left ventricle. 
old male with a history over a period of nine 
years, and at autopsy vascular channels were 
demonstrated in the pericardial adhesions. 
Bishop and Babey’** emphasized the importance 
of keeping in mind the phenomenon of a massive 
left auricle to avoid mistaking this condition not 
only for effusions of the various types but also 


This occurred in a 58 year 


for malignant conditions of the mediastinum. 
Saphir'*? found meningococcus myocarditis twice 
among ten cases of meningococcus meningitis and 
carefully studied these for inflammatory changes 
in the heart muscle; in one case the patient de- 
veloped signs of meningitis and died with marked 
cyanosis about 50 hours after the onset; the sec- 
ond patient, who also had typical symptoms of 
meningitis, had apparently improved when cya- 
nosis developed and death occurred unexpectedly. 

2. Endocardial and Valvular: Dana and 
Reidy'*® stated that 50% of all cases of rheumatic 
endocarditis of the mitral valve show no stenosis 
of this valve at autopsy, even in cases known 
to have been of many years’ duration. Pure 
mitral stenosis is rarely found at autopsy and 
cannot be recognized with certainty even when 
present; modern physiologic study would seem 
to suggest that the clinical importance of mitral 
stenosis is at present too much emphasized. 
Marks'*® recorded a proved case of calcification 
in the annulus fibrosus, a figure-of-eight struc- 
ture which surrounds both the mitral and tri- 
cuspid orifices (the degenerative process which 
leads to calcification has been noted only in the 
portion that surrounds the mitral orifice), in a 
72 year old woman with cardiac symptoms of 
two years’ duration. Sailer’*® reported a case 
of mitral stenosis with interauricular insuffi- 
ciency. The prognosis simulates that of mitral 


disease, the average age at death being 35 years. 
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Blackford, Bryan, and Hollar'** made a diagno- 
sis of calcification of the aortic valve in a 37 
year old colored man who had a long history of 
cardiac pain and a relatively short history of 
congestive heart failure; from the history and 
the postmortem microscopic findings the lesion 
appeared to be of rheumatic origin. This patient 
suffered with and from a classic angina pectoris, 
Gross and Friedberg'** classified and described 
47 cases of non-bacterial thrombotic endocarditis 
as an accidential occurrence in the course of any 
fatal disease and to be without clinical signifi- 
cance; its development is probably dependent on 
previous damage to the cardiac valves, almost 
invariably from an old rheumatic infection. 


3. Pericardial: Blumer'** stated that a local- 
ized and usually transitory pericarditis is clin- 
ically demonstrable in a certain proportion of 
patients with coronary occlusion, possibly in a 
third of them; occasionally much more wide- 
spread pericarditis is present which may involve 
the entire sac and eventually lead to its oblitera- 
tion. Shipley’** analyzed 12 cases of pyoperi- 
cardium with 7 recoveries in which he used a 
low anterior approach and drained with two small 
tubes, placed with the finger, behind the heart 
and fastened to the skin margins to prevent dis- 
placement; irrigation may be a useful adjunct 
in these cases provided the fluid escapes from the 
pericardial sac as fast as it is introduced. Cohen, 
Fink, and Gray'*®® reported the first case of spo- 
radic Salmonella suipestifer bacteremia with 
acute pericarditis and pericardial effusion in a 
36 year old female who had a pneumonitis and 
a pleural effusion also; recovery was uneventful 
and not associated with any sequale. Heyl 
cited the case of an 18 month old boy operated 
on for an acute suppurative pericarditis, the 
youngest survivor. Pick’s disease is not to be 
anticipated as a sequela of surgical drainage of 
the pericardium. Griswald'*? reported that in 
a 17 year old patient with chronic cardiac com- 
pression caused by a scar, complete relief was 
obtained by resection of the constriction. The 
drainage of the large amount of fluid which 
forms about the heart after this and other car- 
diac operations is a serious problem, as the 
absorptive qualities of the mediastinal tissues are 
uncertain, and enough fluid may collect within 
a few hours to produce serious compression of 
the heart. Leaving a drainage tract to the sur- 
face of the skin carries with it a real hazard of 
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infection, and the most satisfactory way out of 
the dilemma is to leave a generous opening for 
drainage into one of the pleure so that during 
the postoperative period the effusion may be re- 
moved from the pleura by thoracentesis. Mayer’** 
recorded the case of a 38 year old female with 
acute endocarditis of the aortic valve and old 
rheumatic aortic and mitral stenosis who devel- 
oped a fibrinous pericarditis with effusion and 
died of uremia, a rare complication of this infec- 
tion. Wright’*® reported the case of a 25 year 
old male who had two blows over the anterior 
chest wall 8 years previous; because of persistent 
pain in the chest an x-ray was taken which re- 
vealed an extraordinary shadow; a calcified cyst 
of the pericardium was removed surgically and 
the patient made an uneventful recovery. 
Sprague**® stated that acute and chronic con- 
strictive pericarditis cause signs and symptoms 
suggestive of cardiac insufficiency but should not 
be mistaken for this, since paracentesis or the 
surgical relief of the chronic condition may re- 
sult in complete disappearance of the patient’s 
disability. 

4. Vascular: Osgood, Gourley, and Baker’*? 
stated that dissecting aneurysm of the aorta is 
characterized clinically by the sudden onset in a 
patient with hypertension, of severe, tearing pain 
in the chest, usually radiating to the back, fol- 
lowed, after a variable interval of time, by sud- 
den death. It is characterized, pathologically, 
by a primary rupture of the intima with a split- 
ting of the media, and a second rupture exter- 
nally or, less commonly back into the lumen. 
Elliot and Evans'** reported the rupture of an 
aneurysm of the abdominal aorta in a 59 year 
old male with hypertensive heart disease. The 
clinical picture strongly suggested shock follow- 
ing coronary occlusion and the electrocardio- 
graphic cheanges which were characteristic of and 
before death were diagnosed as those of coronary 
occlusion, were seen in retrospect to have been 
probably due to a relative ischemia of the myo- 
cardium without infarction. Peery'** reported 
a case of dissecting aneurysm of the aorta with 
recovery from the actual dissection and survival 
for 1544 months in a 52 year old colored female 
with marked hypertension of known 6 years’ du- 
tation. Cardiac hypertrophy increased very rap- 
idly after the dissection, although the hyperten- 
sion had already been present for at least 6 years, 
and symptoms of decompensation were not ap- 
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parent uniil after the dissection had occurred. 
This was thought to be the result of the loss 
of elasticity of the aorta by virtue of the pres- 
ence of the new channel, thus throwing the whole 
burden of propulsion of the blood on the heart 
alone. Kampmeier,'** from a study of 73 cases 
of aneurysm of the abdominal aorta, stated that 
the prognosis in this lesion is poor, the majority 
of patients dying within six months from the 
onset of symptoms, death usually occurring sud- 
denly and due to rupture of the aneurysm. Fur- 
ber'*® noted rupture of the aorta as the cause 
of sudden death in three cases, all aged females 
with atheromatous aorte and unaccompanied by 
spirochetal cardiovascular changes. 


6, FUNCTIONAL DISORDERS 


1. Congestive Failure, including use of Dig- 
italis and Diuretics: Harrison’*® stated that the 
forward type of circulatory failure usually in- 
volves primarily the peripheral *vascular appa- 
ratus but is occasionally due to disorders of the 
heart; the clinical picture is that of collapse and 
is brought about by inadequacy of the tissue blood 
supply. The backward type of circulatory failure 
is dependent on chronic disease of the heart, 
which leads to a rise of venous pressure either 
in the pulmonary or systemic vascular bed, or 
in both of these areas, and produces the clinical 
picture of congestive heart failure. Warfield*** 
emphasized that it is not the heart that fails in 
acute infections; the peripheral circulation col- 
lapses, so that the heart has no blood to pump; 
the heart usually becomes smaller in acute infec- 
tions until just before death, when it dilates 
because of anoxemia. Digitalis is not a useful 
drug in these cases of peripheral circulatory fail- 
ure. Harrison’*® expounded the principles of 
therapy in patients with congestive heart failure 
as the successful prevention and treatment of the 
precipitating factors of heart failure, obtaining 
rest of the heart, and rigid treatment of some 
of the effects of heart failure to help the under- 
lying functional disorder which produces the 
heart failure. Clarke’*® stated that the main 
points in deciding the need for treatment after 
compensation .returns are a regular pulse rate 
above 80, auricular fibrillation with a large pulse 
deficit and increased venous pressure. Bower 
and Mengle!® reported the occurrence of two 
deaths postoperatively following the combination 
of the intramuscular administration of digitalis 





52% 


and intravenous injection of calcium chloride or 
gluconate. Berliner’*** reported that the in- 
travenous injection of 10cc. of a 20% calcium 
gluconate solution produced changes in the elec- 
trocardiograms, flattening or inversion of the 
T-waves in 92% and a marked bradycardia in 
67%, of 26 normal individuals. Geill*®* indi- 
cated that coronary disturbances and their com- 
plications present the main field for the use of 
theophylline with ethylene diamine; in a case 
of coronary thrombosis with violent precordial 
pain, in which large doses of morphine were in- 
effective, the pain was relieved by the intravenous 
injections of this drug. Alstead*** stated that 
chloral hydrate in therapeutic dose has no harm- 
ful effect upon the heart; when the blood pres- 
sure is lowered during the administration of this 
drug the effect is not much greater than occurs 
in normal sleep. Hayman’** emphasized that 
diuretics have their greatest usefulness in con- 
gestive heart failure after the patient has been 
digitalized. Levin’®® stated that the treatment 
of cardiac dypsnea should include the prompt 
use of mercurial diuretics when rest and digitalis 
fail to give relief. Wood'** is of the opinion that 
the xanthine diuretics should be tried after dig- 


italization and before turning to the mercurial 
drugs; the xanthines act better in patients with 
hypertensive and arteriorsclerotic heart disease 


than in rheumatic heart disease. This does not 
imply that the diuretic drugs should be used 
as a last resort, as edema may increase cardiac 
work and impair cardiac insufficiency. DeGraff, 
Nadler, and Batterman’™ treated 20 patients un- 
der controlled conditions with mercupurin to note 
the diuretic effect of this drug; they concluded 
that the diuretic effect of mercupurin is greater 
than that of a mercurial diuretic not containing 
theophyllin, and its superiority is chiefly if not 
entirely due to the presence of theophyllin. Park- 
inson and Thomson*** described a mercurial sup- 
pository containing 1% grain of novurit combined 
with 5% theophyllin in cocoa butter as diuretic 
for cardiac edema. In ten cases of congestive 
heart failure so treated the average 24 hour ex- 
cretion of urine per dose of suppository was 
2470ce., as compared with 3435ec. for novurit 
and 2600ce. for salyrgan, both intravenously. No 
toxic or irritative effects of the suppositories oc- 
curred. Fulton’®® described mercurin supposi- 
tories containing 500 milligrams of the mercurial 
salt of mercupurin which caused diuresis in 
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edematous patients comparable with those ob. 
served after the intravenous injection of mer. 
curial salts. Each mercurin suppository has a 
cocoa butter base without any added theophyl- 
lin, the mercurial salt being present in approxi- 
mately five times the amount of mercury con- 
tain in lec. of mercupurin or salyrgan. No 
significant or untoward toxic effects were noted 
in 25 patients receiving 1 to 15 suppositories, 
Budnitz™ stated that in his patients the use of 
the mercurin suppositories caused severe burning, 
irritation and tenesmus of the rectum. He coated 
the suppositories with nupercainal ointment, and 
there was complete elimination of the local dis- 
comfort and no perceptible loss in diuretic action. 
Proger and Magendantz’*™ presented evidence of 
the beneficial effects of rigid dietary restriction 
on the state of the circulation in patients with 
heart failure ; these effects were of about the same 
magnitude and in the same direction as those 
obtained by digitalis. The restriction is such as 
to effect a loss of about 10% of body weight 
over a period of 2 to 4 weeks, exclusive of edema 
fluid, and the beneficial effects persist so long 
as the lower weight level is maintained. Baker 
and Bloom’ stated that verodigen, a digitalis 
glucoside, exerts the same qualitative therapeutic 
effects as digitalis and provokes the same symp- 
toms when given in overdoses. 

2. Angina Pectoris: Jervell’® stated that in 
the anginal pain of cardiac infarction the basis 
is an absolute coronary insufficiency in a limited | 
field, corresponding to acute coronary stenosis; 
in effort angina it is a relative coronary insuffi 
ciency manifested only under special conditions, 
as in physical exertion. In cases of coronary 
sclerosis the decisive factor is not the extent oi 
the sclerosis but the extent to which it causes 
stenosis in one of the main branches of the cor- 
onary arteries, leading to a disproportion of the 
blood supply. Riseman’ studied the relation of 
the systolic blood pressure and the heart rate to 
attacks of angina pectoris precipitated by effort 
and noted a wide variation in these at the onset 
of the attacks; he considered such changes in the 
blood pressure and pulse rate as not being the 
primary etiologic factors in the precipitation of 
the attacks of angina and of no value in the diag- 
nosis. Bisgard?®° reported the case of a 67 year 
old farmer with angina pectoris of 2 years’ dura- 
tion and a non-toxic adenoma of the thyroid of 
20 years’ duration. Total ablation of the left 
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lobe and subtotal removal of the right lobe, be- 
cause of a low basal metabolic rate that was pres- 
ent before surgery, was performed. Immediately 
after the operation and to date, 11 months, the 
pain disappeared and the patient engaged in light 
farm work. 

3. Arrythmias, Etc.: (a)Paroxysmal Tachy- 
cardia, Etc.: Starr’®* reported further studies on 
the action of acetyl-B-methycholin in the treat- 
ment of 75 attacks of paroxysmal tachycardia in 
3? patients; in 66 instances the attack was 
promptly brought to an end. Thompson and 
leving**” analyzed certain factors influencing the 
prognosis of pulsus alternans in 71 patients; the 
average duration of life after the detection of 
the alternation was 1414 months and the younger 
the patient, the worse the prognosis. Rubell 
and Strauss*®* reported the sudden death of a 
child suffering from paroxysmal ventricular 
tachycardia; the definite pathologic changes 
found in the conduction system were considered 
the result rather than the cause of the tachy- 
cardia. Gilchrist and Millar’®® described the oc- 
currence of paroxysmal auricular tachycardia in 
a 57 year old male who also had extreme dyspnea, 
submammary pain and congestive heart failure ; 
at autopsy a large myxomatous tumor springing 
from the left side of the interauricular septum 
was found. Pal” stated that the origin of 
extrasystoles are not uniform but toxic, psychic, 
and other factors may play a part, especially oc- 
curring intermittently in persons without heart 
disease where medicaments for the heart are un- 
necessary. Boas and Levy*"* emphasized that 
extrasystoles may offer valuable evidence of myo- 
cardial damage or strain and their discovery 
should always lead to a careful cardiovascular 
examination and an attempt to determine their 
cause. Multifocal extrasystoles are usually ac- 
companied by serious myocardial disease; nu- 
merous extrasystoles occurring in patients with 
coronary artery sclerosis usually indicates a pro- 
gressive vascular lesion. Extrasystoles occur- 
ting at heart rates above 110 are usually indic- 
ative of myocardial disease. Bramwell!7? re- 
ported that in his consecutive series of 1353 car- 
diac cases seen during a three year period, he 
noted the presence of presystolic gallop rhythm 


| in 63 patients, of which 55 are now dead. Only 


15 of the 63 patients lived more than 18 months 


after the condition was noted. Thompson and 


levine’’® reported that the average duration of 
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life in 89 patients after the detection of diastolic 
gallop rhythm was approximately 11 months; in 
patients under 40 years of age it had a very 
ominous significance. Evans’* reported a case 
of ventricular standstill in a 54 year old male 
with syphilitic aortitis, associated with nodal 
rhythm and preceded by anginal pain; at autopsy 
the coronary ostia’ were found to be involved. 
Weiss and McGuire’ described ectopic auricular 
tachycardia of many years’ duration in two pa- 
tients, neither of which had any evidence of car- 
diac hypertrophy or myocardial insufficiency. 
Evidently cardiac rates of 150 or below are not 
dangerous in themselves, even when existing for 
years, in the presence of an otherwise normal 
heart. 

(b) Auricular Fibrillation and Flutter: Luten 
and Jeffreys'’® emphasized that it is no more 
correct to administer digitalis regularly on all 
occasions of fibrillation than it is to perform 
thyroidectomy, although each procedure is help- 
ful in appropriate cases; it is not the sign but 
the disease that produces the fibrillation that 
treatment should be directed. Luten,'™’ in dis- 
cussing the relationship of tachycardia to cardiac 
insufficiency, stated that in auricular fibrillation 
the ventricular rate appears to depend largely 
upon the state of the ventricular muscle. In cases 
of fibrillation without heart failure the muscular 
effect of digitalis is not beneficial and in such 
instances the administration of the drug is not 
followed by slowing. Evans'"® reported the study 
of a group of 39 patients with organic heart 
disease who were known to have had auricular 
fibrillation for long periods of time ranging from 
8 to 18 years; of these cases there were 22 with 
rheumatic valvular and 17 with non-valvular 
heart disease. The majority of patients had en- 
larged hearts, some to an extreme degree, at the 
onset of fibrillation, and almost half had ob- 
jective manifestations of congestive failure when 
first seen. It is believed that these patients owe 
their longevity in large part to their good for- 
tune in escaping or surviving the accidents to 
which patients with cardiac disease in general 
are subject, namely, embolism, bacterial endo- 
carditis, cerebral hemorrhage and coronary 
thrombosis. Orgain, Wolff, and White’’® noted 
that paroxysms of auricular fibrillation and flut- 
ter occur not infrequently in persons with no 
other signs of heart disease. A follow-up study 


of 54 such patients revealed a low mortality rate, 
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little important cardiac disease and but a single 
instance of hyperthyroidism after a lapse of a 
significant number of years. The Bishops'*’ re- 
ported their observations on the clinical course 
of arteriosclerotic auricular fibrillation in 69 pa- 
tients, of which 12 females lived 5 to 20 years 
after the onset of the fibrillation. The fact was 
noted that, for some reason or other, if these 
_ patients lived more than five years with the fib- 
rillation, they seemed to live a considerable time 
longer. Tung'*' reported that in 15 patients, 2 
without and 13 with congestive heart failure, full 
digitalization caused the appearance of auricular 
fibrillation with other signs of digitalis intoxica- 
tion. The abnormal rhythm in all cases disap- 
peared several days after the digitalis was dis- 
continued. Rykert and Hepburn’* gave a uniform 
dose of strophanthin, gr. 1/100, intravenously 
over 200 times to 33 patients, of whom 29 had 
auricular fibrillation. They recommend stroph- 
anthin as a convenient, effective, cheap and safe 
drug for intravenous use when rapid reduction 
of the heart rate is desired or when vomiting or 
marked passive congestion renders the use of the 
alimentary tract doubtful, but it should not be 
used when digitalis has been taken recently. 

(c) Quinidin Therapy: Campbell and Gor- 
don'** restored normal rhythm with quinidin sul- 
phate therapy in 64% of 135 cases of auricular 
fibrillation ; in 34% it was still maintained after 
an average period of 4 years; in 30% it was re- 
stored but fibrillation occurred after an average 
period of two years; 25% still maintain normal 
rhythm after 9 years. Quinidin has an important 
place in the treatment of auricular fibrillation 
provided the cases are carefully selected and 
satisfactory results are obtained by paying at- 
tention to three main criteria: the absence of 
congestive heart failure, or of a greatly enlarged 
heart, or of a long history of fibrillation. The 
case of fibrillation is suitable for this treatment 
if there are no signs of failure, if the heart is 
not enlarged beyond 13cm. transverse diameter, 
and if the fibrillation has been established less 
than one month. It is not suitable if there has 
been congestive failure or if any signs of failure 
persist after treatment with bed rest and digi- 
talis or if the fibrillation has been present for 
six months. Parkinson'** stated that when a 
oatient is seen shortly after the onset of auricu- 
lar fibrillation and it is the only sign found, it is 
our duty to stop this arrythmia by quinidin 


(possible, as a rule), not only to prevent the 
ensuing enlargement but also to avoid the con- 
sequent formation of intracardiac thrombi. Geth- 
*° is of a different opinion, as he feels that 
the contraindications to the use of quinidin are 
numerous, while the indications are few in the 
treatment of auricular fibrillation te restore nor- 
mal rhythm. Kerkof!*® determined the minute 
volume of the heart in mitral stenosis during 
auricular fibrillation and after the restoration of 
normal rhythm. His results show that the min- 
ute volume is frequently reduced and the appear- 
ance of the fibrillation further reduces this by 
22%. The restoration of normal rhythm by the 
use of quinidin is of definite value in that it 
increases the minute volume by about 25%, and 
this increase in cardiac efficiency justifies the 
use of quinidin. 

(d) Heart-Block: ©O’¥Farrell'*’ expressed the 
opinion that the correct interpretation of the 
electrocardiogram for localizing the lesion in 
bundle-branch block in man cannot as yet be 
considered settled. It is doubtful from the clin- 
ical viewpoint if anything is to be gained by 
defining localized lesions of the bundle with 
minute exactitude. Tung'** demonstrated that 
aberrant ventricular complexes of the type gen- 


net 


erally recognized as bundle-branch block may 
occur in healthy individuals without heart dis- 
ease. Sampson and Nagle‘*® reviewed 157 cases 
of classical bundle-branch block and 112 cases of 
heterogeneous atypical intraventricular conduc- 
tion defects; in the first group the patients with 
successive records showing no change had a lower 
fatality than patients whose electrocardiograms 
showed either advances or recessions from the 
extreme form of bundle branch block. Kurtz” 
presented six cases of transient bundle-branch 
block, three of which had one or more recur- 
rences; all of the patients were above 54 years 
of age and in every instance organic heart dis- 
ease was demonstrable, the etiology being cor- 
onary disease, hypertension, or a combination of 
the two. Graybiel and White analyzed briefly 
72 cases of complete auriculoventricular dissocia- 
tion and noted the association of coronary artery 
disease in 47 of the patients; the heart disease 
responsible for the block in these cases affected 
the clinical course, treatment and prognosis far 
more than did the block itself. Steuer'®? reported 
the case of a 39 year old female with complete 
heart-block and a basal metabolic rate of plus 
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vent the 36% which dropped to a plus 3% on Lugol’s fers benefit on a group of cardiac patients who 
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idin are correlated the clinical and electrocardiographic patients. 
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TRUE VAGINAL HERNIA: REPORT OF A 
CASE 


James P. McGuire, M.D., and 
Purttrp R. McGurre, M.D. 


CHICAGO 


A true hernia is the protrusion of a loop or 
knuckle of an organ or tissue through an ab- 
normal opening. The incidence of real hernie- 
tion of abdominal organs, with a sac, its neck 
and contents, is extremely rare in the vagina, 
when one considers the possibility of such an 0 
currence from the standpoint of apparent ani 
tomical weakness plus trauma during parturi- 
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tion or intra-abdominal pressure of ascites or 
tumor formation. 

These true herniations are not to be confused 
with false herniations, such as cystoceles, rec- 
toceles and procidentiae. The Jatter are differ- 
entiated in that they have no peritoneal sac with 
a well defined neck. To mistake a posterior 
vaginal hernia for a rectocele and repair accord- 
ingly will be productive only of disappointment 
to both surgeon and patient. 

Literature. Vaginal hernia as an entity was 
first reported by Garengeot in 1736, as quoted 
by Young.t From then until 1804 several in- 
complete and unverified descriptions were given. 
In 1804 Cooper® detailed a case which he found 
postmortem. During the following eighty years 
unquestionable cases were reported only twice, 
first by Taylor® in 1831 and then by Barker? in 
1876. Thomas,‘ in 1885, reported the first case 
of true vaginal hernia operated upon and de- 
scribed the possible locations of the hernial sac. 

Miles.® in 1926, gave a most comprehensive 
review of the literature, detailed nine previously 
reported undoubted cases and added two of his 


own. He discussed the pathological anatomy, 


etiology, diagnosis and treatment of true vaginal 


herniae. He presented also a classification of 
pelvic herniae which is most complete and which 
is generally accepted today. He is deserving of 
lasting praise for a markedly succinct account 
of these conditions. 

Masson and Simon,® in 1928, reported five 
cases operated on and discussed surgical repair, 
and Masson’ added to the report in 1932. Since 
then cases have been reported by Green and 
Buzzelle,® Bueermann,® Black?® and Stearns.'! 

Classification. Vaginal hernia is a subdivision 
of pelvic herniae and in turn is divided into two 
classes according to its origin. These are first, 
the posterior vaginal hernia which originates in 
the pouch of Douglas and dissects its way be- 
tween the posterior vaginal mucosa and the rec- 
tum, presenting posteriorly in the vagina, and 
secondly, the anterior vaginal hernia which orig- 
inates between the bladder and anterior aspect 
of the uterus, presenting along the anterior 
vaginal wall. It is, however, not impossible for 
a hernia to originate lateral to the uterus. The 
posterior variety is, for obvious reasons, by far 
the most common. 

CASE REPORT: Mrs. A. G., aged 46 years, a 
widow, was first seen by us on November 6, 1936, com- 
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plaining of a constant headache and backache and “fall- 
ing of the womb.” Symptoms had been present for 
twenty years. The mass in the vagina had been pres- 
ent since the birth of her only child twenty years ago. 
The child weighed six and three-fourth pounds and 
the delivery was difficult, In 1919 the patient was 
operated upon for rectocele with no relief, and in 1931 
was operated upon for procidentia, a uterine suspension 
and vaginal repair being done. (Had the posterior cul- 
desac been explored at this time the hernia would have 
been discovered.) The patient stated that this opera- 
tion relieved the vaginal mass for two weeks, after 
which it recurred larger than before. (A_rectocele 
repair could possibly retain the hernia temporarly.) 
Her history was otherwise irrelevant. 

Examination showed a fairly well developed white 
female of 46 years. Blood pressure was 140/70, tem- 
perature normal, red and white blood counts within 
normal limits, Kahn and Wassermann tests negative 
and urine showing nothing abnormal. The general 
physical examination was essentially negative. 

Vaginal examination showed a large mass presenting 
from the posterior vagina, enlarging when the patient 
strained, having a definite cough impulse and being 
entirely reducible. No cystocele or rectocele accom- 
panied nor did the uterus seem to move with the mass. 

A diagnosis of posterior vaginal hernia was made 
and the patient operated upon by the combined route on 
November 14, 1936, at Ravenswood Hospital. The 
neck of the hernia was between the uterosacral liga- 
ments. The hernial contents were removed from the 
sac and the neck obliterated by closing the pouch of 
Douglas. The right tube and ovary had previously 
been removed and a shortening of the round ligaments 
had been done. The abdomen was then closed and the 
hernia sac dissected from below and removed. A 
high perineorrhaphy was done. Convalescence was 
rapid and there has been no recurrence to date (five 
months). All symptoms have disappeared. 

Etiology. The three factors of etiological im- 
portance in the production of true vaginal her- 
niae are intra-abdominal pressure, predisposition 
of weakness of the perineal floor and trauma. 
The main intra-abdominal agents are pregnancy, 
ascites and tumor. The pelvic floor may suffer 
from accidents of parturition or inherent per- 
ineal weakness. Trauma may well include both 
delivery of children and straining at more-than- 
ordinary household duties, such as heavy lifting, 
ete. 

Symptoms. The patient presents herself with 
the complaint of a mass in the vagina or pro- 
truding from the vagina. This mass is soft to 
the touch, larger when the patient is in the 
erect position, and reduces in size or disappears 
when she reclines. She describes it always as 


“a dropping of the womb.” Dragging abdomi- 
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nal pains may accompany, as may bladder or rec- 
tal distress. 

Examination shows an anterior or posterior 
vaginal mass, dependent upon the type of herni- 
ation, soft to the touch, reducible, enlarging 
when the patient “bears down,” and having a 
definite cough impulse. This cough impulse, 
together with the complete reducibility of the 
mass, serves to distinguish vaginal hernia from 
cystcele, rectcele, uterine prolapse and vaginal 
cysts. The latter conditions may very well ac- 
company the hernia and every vaginal examina- 
tion should include the cough impulse and re- 
ducibility tests. 

Treatment. General principles of treatment 
are those of all herniae, namely, evacuation of 
the contents of the sac, high ligation at its neck 
and removal, followed by repair of split tissues. 
Moschowitz'? outlined the technic of repair of 
vaginal herniae which is now generally followed. 
This consists of an intra-abdominal evacuation 
of the contents of the sac, closure of the neck 
by a purse-string about the sac of Douglas or the 
vesico-uterine space (as the case may be posterior 
or anterior), removal of the sac by the vaginal 
route and repair of the dissected septum of the 
vagina. 

An alternate procedure is begun from below, 
dissecting out the sae and inverting it into the 
pelvis, repairing the pelvic floor, then entering 
the abdomen and removing the sac or utilizing 
it to fill the defect at the neck of the hernia. 

In our case the vaginal route first would have 
made for easier dissection, because the hernial 
contents would make facile separation of the 
sac from scar tissue secondary to the two previ- 
ous repairs. However, aseptic technic should be 
observed whenever possible and the abdominal 
repair made before the probable contamination 
of the operator by the perineal procedure. 
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CRYPTITIS 
CHARLES J. DruEck, M. D. 
CHICAGO 

Cryptitis is an inflammation of the crypts of 
Morgagni. In order to understand the path- 
ology of cryptitis it is necessary to review some 
of the anatomy of this part of the rectum. 

The mucous membrane of the lower part of 
the rectal ampulla is thrown into longitudinal 
folds as the lumen of the bowel narrows to the 
constricted anal canal. This folding of the 
mucosa permits snug closure of the anus when 
the sphincters are contracted, and also accommo- 
dates itself to full dilatation without injurious 
stretching, when the anus is opened for the pas- 
sage of feces or for instrumentation. Between 
each two folds there is a depression of the mu- 
cosa, the lower end of which terminates in a cup- 
shaped pocket, known as an anal pocket or crypt 
of Morgagni. Some of these crypts are but slight 
depressions, while others form distinct sinuses. 

The mucosa at the lower end of this interfold 
depression is loosely puckered into a semilunar 
fold, which very much resembles the semilunar 
valve of the heart, and is often referred to as an 
anal valve. This area, known as the anorectal 
line, linea dentata, pectinate line or the white 
line of Hilton, is of special interest because it is 
the seat of inflammatory changes which produce 
symptoms apparently out of all proportion to 
the lesion. 

Pathology: The function of the crypts of Mor- 
gagni is not fully understood. It is thought that 
they collect or secrete mucus, presumably to 
lubricate the anal canal during the act of defe- 
cation, the mucus being expressed from the 
crypts by the pressure of the feces thus lubricat- 
ing the muco-integumentary portion of the canal 
which has no mucosa to lubricate itself. The 
fecal mass, at this juncture, has to overcome the 
contraction of the external sphincter muscle; 
hence, the necessity of some sort of lubrication 
at this part of the canal. Since the function of 
these crypts is so essential, it is important to be 
able to recognize a healthy crypt from a diseased 
one. Otherwise, great injury may be done to the 
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fuction of defecation by removing healthy 


crypts. 

The crypt’s mouths, being directed upwards, it 
is very easy for substances coming down through 
the canal to lodge in the crypts and irritate them. 
Itmay be hardened feces, fecoliths, seeds, needles, 
pins or any hard substances with sufficiently 
small a point to lodge in the crypt. Frequently 
ayptitis is an extension of a proctocolitis or the 
mouth of an internal fistula opening into the 
crypt. 

When hardened feces become lodged in a 
crypt, the tendency is to collect additional feces, 
until the pressure becomes so great that irrita- 
tion is set up, finally resulting in pressure nec- 
rosis and thus exciting a cryptitis that may be- 
come chronic; or a persistent ulceration may re- 
sult, that, if left untreated, may cause a fissure 
or go on to abscess and a final fistula. 

If the pressure is not sufficient to cause necrosis 
and ulceration, the irritating mucus secreted may 
burrow down subcutaneously, forming a sinus 
with a large skin tab externally. If the irritat- 
ing mucus passes out at the mucocutaneous bor- 
der, an excoriation will result. Also the inflam- 
mation of the crypt will cause hypertrophy of 
the neighboring papilla, the composite irritation 
later causing spasticity of the external sphincter 
and sphincteralgia. The pathologic changes are 
often of a low grade and cryptitis has been looked 
upon by some as a neurosis being referred to at 
times as “an insane rectum.” 

Symptoms: The symptoms of cryptitis are 
not pathognomonic, but may be produced by any 
inflammatory disease of the anal canal. 

A constant, dull, aching pain in the anus or 


| tectum is the chief symptom, being accompanied 
| usually with a feeling of heaviness. The pain is 


increased during defecation, following strenuous 


| exercise or prolonged standing, and is relieved 


by sitting or by pressure on the perineum. Tf 
abscess threatens, the pain becomes so intense 


| that the condition may be mistaken for anal 
| fissure or neuralgia of the rectum. 


A low-grade, chronic inflammation may in- 


_ volve all the tissues of the anal canal and the 
| aching pains may radiate to the sacrum, down 
| the legs (resembling sciatica), or may simulate 
| ‘tcrococcygeal neuralgia. 


Reflex pain and spasm of the neck of the blad- 


| ler may cause prostatic irritation, frequent mic- 
| turition or urinary retention, and thus prostatic 
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disease is erroneously diagnosed, or, in the fe- 
male, dysmenorrhea or amenorrhea may throw 
suspicion on the generative organs. 

If the inflammation were confined to the mu- 
cous coat of the bowel, there would be compar- 
atively little trouble in eradicating it but, un- 
fortunately, the infection often involves the 
areolar and muscular coats and even extends to 
the perirectal tissues. In this manner, not only 
are sacks or ulcerating pouches formed, but sin- 
uses burrow various distances up the bowel or 
outward under the perianal skin, causing an itch- 
ing, not relieved by scratching, though not a true 
pruritus. These septic foci constitute a frequent- 
ly overlooked cause of pruritius ani. As the 
mucopus is imprisoned in these sinuses, the over- 
lying structures, mucosa and skin, become puffy 
and more or less sensitive. If the accumulated 
excretion is confined beneath a thin layer of tis- 
sue, it is easily recognized during the examina- 
tion. When fecaliths or other foreign substances 
become lodged in a crypt, they may cause exces- 
sive itching or pain, until removed by the pas- 
sage of feces or otherwise. 

Pain in some form (usually sphincteralgia) is 
the most frequent cause for which patients apply 
for treatment. Inflammation and edema of the 
mucosa cause contraction of the sphincter, and 
the spasm of the sphincter increases the pain. A 
burning, stinging pain is usually due to hyper- 
secretion of mucus. If a complete fistula exists, 
the irritating discharge will cause an excoriation 
of the mucosa and the anal skin. Sometimes, if 
the discharge is excessive, the anal margins may 
be glued together. 

Diagnosis: With a history of the above symp- 
toms, cryptitis should be suspected and a careful 
examination made. With a fenestrated conical 
speculum in the rectum, the window is slowly 
rotated and each crypt or pouch fully exposed 
and carefully explored for the lodgement of for- 
eign bodies or ulcerations. With a fine straight 
probe, every crevice or depression in an upward 
direction is explored, while a bent probe searches 
all recesses extending downward. The probe 
should be of silver, very fine, and should offer no 
resistance to the tissue. It should be remem- 
bered that.a probe may easily be introduced into 
the crypt and through its walls into healthy tis- 
sue beyond. 

If a crypt is inflamed or a channel discovered, 
the introduction of the probe will occasion severe 
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pain and the patient will flinch and cry out. It 
is therefore necessary to minimize this suffering 
by applying a pledget of cotton soaked in a 10% 
solution of cocaine. Local anesthesia should be 
resorted to only in extremely nervous patients, 
as the anesthesia will obscure the condition of 
the crypts. The probe, introduced into a healthy 
crypt causes very little pain, if any; while, in an 
inflamed crypt, the pain is very excessive. This 
is often the only criterion of a deviation from the 
normal. So it is easy to see how anesthesia may 
cause the examiner to overlook a mild or begin- 
ning cryptitis, by obscuring the evidence—pain 
on probing. If there is much sphincteralgis, the 
sphincter must be desensitized. This can be done 
with a 0.5% solution of novacaine. 

During our search it will usually be necessary 
to examine the patient in different positions; 
first, perhaps, having him lie on his left side and 
later on his right or in the knee-shoulder posi- 
tion. Sometimes only a small spot of abnormal 
discoloration will be noticed; or, again, there is 
abundant evidence of inflammation. The pa- 
tient may be able to assist in locating these areas 


by directing attention to those parts which are 


most tender or sore, and which are usually re- 
The dis- 


coloration of these spots is usually reddish-brown 


ferred to as giving a sensation of heat. 
or brown. If there are no special points of ten- 
derness, the areas of most intense itching will 
serve a8 a guide to the underlying retention 
pockets. 

Treatment: Beginning or mild cases of cryp- 
titis can be cured by making topical applications 
through a slanting anoscope. The feces must be 
kept soft and each diseased crypt thoroughly 
cleansed, by flushing with water, before any med- 
icament is applied. A syringe with a straight 
or angulated nozzle is essential to get to the bot- 
tom of the crypt. Dental syringes act very well. 

After the crypt has been flushed clean, it may 
be bathed with 2% solution of Mercurochrome, 
or for more active stimulation, a probe is dipped 
into pure ichthyol and passed in through the 
speculum until the crypt is reached. With great 
care the probe containing the ichthyol is then 
passed into the crypt and in this manner the 
ichthyol is applied directly to the ulcerated area. 
This process is continued daily until all pain has 
disappeared, and this can best be demonstrated 
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by passing an ordinary probe, bent as described, 
and thus testing the crypt. 

If there is much destruction of tissue and 4 
burrowing process is much advanced, it will only 
be a waste of time to make topical applications, 
A eryptectomy should be done at once. | do not 
advocate the splitting operation, because the cut 
surfaces may reunite and the operation prove 4 
failure, or else, ugly flaps may remain, causing 
a continual source of annoyance. The entire 
valve must be removed and the pocket completely 
obliterated. This may be done by slipping a 
blunt hook into the erypt or channel, lifting the 
tissue toward midline of lumen of anal canal, 
and with scissors, clipping off a triangular sec. 
tion, base upward, which represents the median 
wall or “roof” of the crypt, transforming the 
crypt into an open groove. If there are any sin- 
uses leading down from the diseased crypts, they 
should be excised. It is not necessary to put the 
patient to bed after an operation of this kind, as 
the maneuver causes very little inconvenience, 
only a slight soreness for a few days, though 
usually, a fortnight is required for the parts to 
heal completely. No general anesthesia is neces- 
sary. Local anesthesia acts excellently. Care 
must be exercised not to overdistend the tissues, 
as the operator’s landmarks will be obliterated. 

If the sinus extends down into an external 
skin tab, this should be removed. Sometimes a 
sinus will extend a considerable distance out un- 
der the skin, and at some point in the raphe, 
either anterior or posterior, will be found the 
site of most intense itching, burning or pain, 
from which branch channels may lead to distant 
points. 

The exquisitely tender or sensitive points are 
frequently the external evidence overlying sero 
mucous sacculations and are vantage points for 
opening the subcutaneous channels. Such a 
area may be completely blocked off with 0.5% 
novocaine solution and opened down to the fatty 
tissues. Quite a large cavity may be found, 
filled with broken-down, blood-stained or brown- 
ish-colored tissue. This tissue must all be te 
moved with a curette and a search made for 
channels leading from this cavity, and it is often 
surprising to find the probe slip along a consid 
erable channel. 

Other channels may be found, extending out 
on the buttocks, sometimes encircling the anus 
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or extending widely to the scrotum or thighs. 
After an opening has been effected into the dis- 
eased area, anterior and posterior to the anus, 
the channel may be laid open toward the anus 
or away from it, without severing more than a 
few fibers of the external sphincter. 

After-treatments As soon as the patient is re- 
iumned to his bed, if he is hospitalized, or before 
he leaves my office, if he is ambulatory, I intro- 
duce a suppository of 

Stramonium Ext. grs. Y% (0.032 Gm.) 
Thymol iodide grs. 2 (0.130 Gm.) 
Acetanalid gts. 2 (0.130 Gm.) 
and then put on a snug pad and T-binder. 

The patient’s bowels are not put at rest. He 
is not given an opiate, except for pain. On the 
evening of the second day he is given one ounce 
of mineral oil, by mouth, and a similar dose 
night and morning thereafter, as needed to in- 
sure a soft unirritating stool. If the bowels do 
not move on the third day, he is given, that eve- 
ning, a level teaspoonful of compound licorice 
powder. . 

Each night and morning, beginning on the 
second day, the patient is given a warm sitz bath, 
to keep the external parts clean and to relieve 
local congestion. 

Every third day, all granulating surfaces are 
swabbed with mercurochrome and, if granula- 
tions seem sluggish, they are touched with 10% 
silver nitrate solution. 

If extensive channel formation has taken 
place, so that mucous reservoirs are formed at 
various points in the tissues about the buttocks, 
a persistent flow of irritating mucus may con- 
tinue to cause annoyance. Under such circum- 
stances, further search must be made for mucous 
channels or sacculations, until all have been 
reached and destroyed. Irrigation can some- 
limes reach these channels through counter open- 
ings, thus avoiding the necessity of opening the 
channel its whole length. If a probe, introduced 
into a sinus, can be observed along its course 
until the point comes near the skin, it is well to 
make a counter opening at this point and irrigate 
the channel through and through. There are, 
usually, but one or two main sinuses, although 
humerous small branches may exist; but when 
the principal ones are treated, the smaller 
branches will cause no further trouble. 
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SUDDEN DEATH FROM NATURAL 
CAUSES IN ADULTS 


Epwin F. Hirscu, M. D. 


CHICAGO 


Death suddenly thrust into apparent health 
startles by its abruptness, looses a surge of emo- 
tions and prompts those interested or concerned 
to cogitate and voice opinions as regards the 
cause for such unexepected disorganization of 
vital functions. Death from natural causes oc- 


curring unexpectedly in health or during some 
chronic illness, takes, place within a few seconds, 


minutes, or after a few hours of serious illness 
(agony). Accordingly, the interval of time dur- 


ing which grave symptoms of disease are present 
and death occurs is flexible within limits. 
Aschoff' has defined sudden death as a rapidly 
fatal disorder, therefore not amenable for clinical 
diagnosis, initiated apparently spontaneously or 
by insignificant or unnoticed external factors. 
Some distinction has been made in the terms 
“sudden” and “unexpected” deaths, the latter, 
according to Brack,’ implying death during an 
illness or stage of illness not considered serious. 
However fitting this differentiation may be, not 
all writers have followed the suggestion, and the 
terms are used interchangeably. 

The element of surprise invariably accompanies 
The circum- 


sudden or unexpected deaths. 


stances of medical attendance during an illness 
or at the time of death are important not only 
in offering some probable natural cause of death, 
but also sometimes in allaying suspicions of 
foul play. This review analyzes only the causes 
of sudden natural death, not of deaths caused 
by accident or violence. The external appear- 
ance of the body, the circumstances attending 
death and other presumptive factors suggest pos- 
sibilities as regards the cause, but the actual con- 
ditions are revealed, of course, only by a thorough 
and competent postmortem examination. This 
examination establishes or refutes implications 
of foul play and points the direction of any fur- 
ther procedures. The causes of sudden natural 
death in children differ from those in adults. 


Among the lecture notes of Doctor E. R. LeCount, who 
died on August 23, 1935, were those on sudden or unexpected 
death. This review has been prepared with their help and 
other references, only the important ones of which are listed. 

From the Norman Bridge Pathological Laboratory of Rush 
Medical College of the University of Chicago and the Henry 
Baird Favill Laboratory of St. Luke’s Hospital, Chicago, 
Illinois. 
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Statistics, accordingly, have been separated into 
those concerning sudden deaths in adults (above 
the age of 20 years) and those concerning deaths 
in infants, children and adolescents. 

Sudden cessation of life may result from many 
causes. Haberda*® stated that there is scarcely 
any acute or chronic illness which is not demon- 
strated occasionally by postmortem examination 
to be the cause of sudden death. Bichat’s famous 
statement’ that every kind of sudden death re- 
sults from interrupted circulation, respiration, 
or brain function has lost some of its force, for 
according to Miihlmann,’ there is no unanimity 
of opinion as regards which tissue, the heart, the 
lungs or the brain is the atrium mortis of the 
older authors. The causa propria mortis may be 
the main disease, but not necessarily the causa 
proxima mortis, Orth considered the heart the 
atrium mortis, and Nothnagel believed that most 
deaths proceed from the heart whether the fatal 
disease is chronic or acute, whether the heart is 
primarily or secondarily involved in the disorder, 
whether at the end of a long life, exhausted, it 
ceases to function, or in the full vigor of youth 
because of some insult to the body its pulsations 
stop. Ribbert believed that this view needs mod- 
ification because with certain brain disorders 
such as spontaneous hemorrhages or severe 
trauma, death results from disturbed heart func- 
tion due to paralysis or stimulation of the car- 
diac nerves. These theoretic considerations lead 
into a maze of speculation. They indicate, of 
course, that our knowledge of life functions and 
of the complex maintenance of the entire body 
as an organized living unit is limited. Such 
limitations are emphasized further by those post- 
mortem examinations where even with great at- 
tention to thoroughness and detail a morphologic 
basis for the cause of death is not found. 

Sudden death occurs according to many reports 
much more frequently in men than in women. 
It increases in frequency in both groups from 
the third to the sixth decade. The incidence is 
greater in the inclement and cold weather of late 
fall, winter and early spring, than in the warm 
summer months. 

According to statistics, collected in many path- 
ological institutes and laboratories,® ° '* diseases 
of the heart and blood vessels are the common- 
est natural causes of sudden death in adults. 
Among 330 consecutive patients where death re- 
sulted from some form of cardiac disease, Wil- 
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lins'® reported that 38% had died suddenly. (jf 
these cardiac disorders coronary sclerosis and 
its sequelae or associated myocardial damage 
such as scars and fatty changes of the heart mus. 
cle, cardiac rupture, myomalacia, thrombosis and 
embolism rank foremost. Syphilitic and senile 


sclerosis of the aorta with constriction of the 
orifices of the coronary arteries follow. In Wey- 
rick’s 550 unexpected deaths due to circulatory 
disturbances 49.8% were ascribed to this cause, 
He stated that death from such lesions usually 
is sudden in apparent health or with slight in- 


disposition. Brack’s*’ 30 sudden deaths due to 
syphilitic closure of the coronary arteries oc- 
curred in twenty-five men and five women. The 
orifice of the right coronary artery was closed in 
fifteen, the left in nine, and both in six. The 
anatomic conditions indicate that the closure 
had existed for a considerable time. The closure 
of a coronary artery, therefore, does not explain 
sudden death. There must be some abnormal 
relation of the blood or blood pressure. Ex- 
cesses of various sorts in this group were con- 
sidered to be precipitating factors. 

Chronic valvular diseases of the heart caused 
sudden death in 5 to 18 per cent of several statis- 
tical reports. The lesions are mainly aortic and 
mitral, alone or combined. The distribution of 
sudden death between the sexes in this group is 
more nearly equal than with the other cardiac 
disorders. Nine of eleven patients with aortic 
stenosis, according to Marvin and Sullivan,” 
died suddenly and at a time when they appeared 
to be in their usual health. Acute endocarditis 
less frequently is a cause of sudden death. Pa- 
tients with an unrecognized infection or without 
medical attention die unexpectedly from an em- 
bolus to the brain or coronary artery, or some 
other complication. Kidd?* recorded instant 
death in a youth, aged 18 years, with subacute 
bacterial endocarditis and extensive ulceration 
of the septum and destruction of Tawara’s Node. 
Other subendocardial ulcers intercepted the path 
of the left branch of the bundle of His. Instant 
death was due to sudden heart block followed by 
ventricular systole or fibrillation. 

Syphilitic and senile sclerosis without involve- 
ment of the coronary arteries weakens the wall 
of the aorta and sudden death results from rup- 
ture into some important structure. In 100 of 
128 patients with these aortic lesions in Wey- 
rich’s statistics, death occurred suddenly from 





June, 1 


ruptur 
in 72. 
vide 0] 
tures. 
Dise 
obvious 
of the 
causes 
heart 1 
constit 
Subep! 
of the 
with © 
chronic 
to Hof 
insuffic 
convale 
followi 
disease 
demon: 
these 
these s 
myocar 
the Hi 
heen re 
death. 
cording 
times. 
ment 0 
who di 
the m 
syphili: 
sudden 
exacerh 
cardial 
he sta 
because 
ment o 
syphili 
arteries 
or to 
ence m 
rupture 
Turner 
of this 
The re 
the pos 
the act 
Card 
dental 
sudden 
with 


Ine, 1937 


nly. Of 
sis and 
damage 
rt mus- 
Osis and 
d senile 
of the 
In Wey- 
ulatory 
S cause, 
usually 
ight in- 
due to 
‘les 0¢- 
1. The 
osed in 
The 
closure 
closure 
explain 
normal 
Kx- 


re COn- 


caused 
statis- 
‘ic and 
‘ion of 
‘oup is 
ardiac 
aortic 
ivan,” 
peared 
arditis 
. Fe 
ithout 
n en- 

some 
nstant 
bacute 
ration 
Node. 
» path 
istant 
ed by 


volve- 
wall 
| Tup- 
00 of 


Wey: | 


from 


June, 1937 EDWIN 
The tear was into the pericardial sac 


rupture. 
Atheromatous lesions of the aorta pro- 


in 72. 


vide opportunity for embolism into vital struc- 


tures. 

Diseases of the myocardium exclusive of the 
gbvious sequelae of embolism and thrombosis 
of the coronary artery form a varied group of 
causes for sudden death. Fatty changes of the 
heart muscle, according to Kolisko** and others, 
constitute an anatomic basis for sudden death. 
Subepicardial fat tissue replacement or invasion 
of the myocardium of the ventricles, especially 
with obesity, also is so regarded. Acute and 
chronic infections of the heart muscle, according 
to Hoffmann,** cause sudden death from cardiac 
insufficiency either during the infection or in 
wnvalescence, especially after diphtheria, and 
following pneumonia, scarlet fever, or other acute 
liseases. Krehl and Romberg, he stated, have 
demonstrated an acute myocarditis in many of 
these hearts. Aschoff, however, has refuted 
these statements. Acute inflammations of the 
nyocardium involving the conduction system, 
the His-Tawara bundle and its branches have 
heen reported by Demel*® as the cause of sudden 
death. Fatty changes of conduction system, ac- 
cording to Nuzum,?* have been noted many 
times. He described marked fat tissue replace- 
ment of the bundle system in the heart of a man 
The specific infections of 
the myocardium, tuberculosis and_ especially 
syphilis, are important. Warthin®’ reported 
sudden death in eight adults due to an acute 
exacerbation or crisis of a previously latent myo- 
cardial syphilis. Most of the latent syphilitics, 
he stated, die a myocardial death, commonly 
because of an atrophy and fibrous tissue replace- 
ment of the myocardium due to progressive mild 
syphilitic lesions, to syphilis of the coronary 
arteries with secondary infarction and scarring, 
or to combinations of the two processes. Refer- 
ence may be made here to sudden death due to 
tupture of a papillary muscle. Stevenson and 
Turner** collected nineteen reports and in half 
of this number death had occurred suddenly. 
The report by Power®® includes syphilis among 
the possible causes for muscle damage preceding 
the actual rupture. 

Cardiac hypertrophy with or without coinci- 
dental myocardial changes is associated with 
sudden cardiac death. Six of the thirty hearts 
with idiopathic hypertrophy reported by 


who died suddenly. 
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Brack,®° weighed 615 to 1210 grams, and the 
muscle tissues had small scars. Another eleven 
weighing 670 to 775 grams had large scars and 
were associated with syphilitic aortitis. The 
final thirteen hearts with so-called bland hyper- 
trophy weighed 535 to 747 grams. These hearts 
came from the bodies of brewers, innkeepers, 
and wine salesmen, who for years had imbibed 
large quantities of fluids, especially alcoholic 
beverages. Brack considered a change in the 
height of blood pressure with acute overloading 
as a possible cause of sudden death. 

Summarizing the pathology of angina pectoris, 
LeCount** stated that somewhere between sud- 
den occlusion of the coronary arteries and its 
results, and such slowly developing obstructions 
with few or no clinical symptoms, lie the lesions 
responsible for angina pectoris. Thirty-four 
hearts, in his report, had fibrous myocarditis 
with sclerosis of the coronary arteries; twenty-six 
had acute occlusion of the coronary arteries. 
Leary’s** observations suggest that spasm of the 
coronary arteries leads to attacks of angina or 
causes sudden death. Sudden death, particularly 
in hypertensive heart disease, is associated with 
coronary sclerosis but without thrombosis, and 
the lumens of the coronary arteries are large 
enough apparently to supply the needs of the 
heart muscle. When the channel of the coronary 
arteries is adequate and vnobstructed, and the 
wall is elastic, the possibility of narrowing of 
the lumen by spasm seems a reasonable explana- 
tion for the disturbances observed. 

Emotion, stress, psychic or physical stimuli, 
sudden changes in atmospheric conditions seem 
important as precipitating factors in patients 
with cardiac disorders. LeCount and Rukstinat** 
in a report of sudden death from heart disease 
while motoring stated that disseminated fibrous 
myocarditis with or without aneurysm of the 
wall of the left ventricle of the heart probably 
causes unexpected death more frequently than 
any other disease of the myocardium or coronary 
arteries. Congenital defects of the heart, aorta 
or pulmonary artery are the causes of some sud- 
den deaths. Born,*‘ in a report on malformation 
of the coronary arteries and their relation to 
sudden death, stated that when the right cir- 
cumflex extends around the root of the aorta, 
strangulation of the artery may occur. He re- 
ported sudden death with this anomaly and de- 
scribed other anomalies which might cause severe 





ILLINOIS MEDICAL JOURNAL 


mechanical disturbances of circulation. Accord- 
ing to Rukstinat and LeCount,** and Rukstinat*® 
the cause of death with air embolism is obstruc- 
tion of the coronary arteries. With fat embolism 
the same may occur. 

Because death often seems to depend upon 
cardiac failure, Dieuaide and Davidson® studied 
in electrocardiograms the terminal cardiac 
arrhythmia. They observed several arrhythmia 
including auricular and ventricular fibrillation. 
MeWilliams, they stated, has suggested that 
ventricular fibrillation is responsible for many 
sudden deaths of otherwise unknown cause. Such 
serious disturbances in cardiac function have no 
anatomic criteria, although various cardiac or 
extra-cardiac lesions may initiate the functional 
derangement. According to Reuter in a dis- 
cussion of the anatomic lesions with cardiac 
death, nothing remains when no serious cardiac 
lesion is disclosed by careful postmortem exami- 
nation but to consider all of the circumstances, 
especially just before death, and by exclusion 
reach the diagnosis of cardiac disease. He stated 
that hypoplasia of the arterial system may be a 
factor in sudden death. 

Compression of the heart by hemorrhage into 
the pericardium from a ruptured aorta, coron- 
ary artery, or other blood channel is a frequent 
cause of sudden death. Weyrich and others 
report sudden death with various forms of acute 
and chronic obliterative fibrous pericarditis. 

Diseases of the respiratory passages caused 
sudden death in 14 to 23.36% of several re- 
ports. The acute lobar and bronchopneumonias 
exceed by far all other non-specific infections of 
the lungs in these statistics. All forms of pul- 
monary tuberculosis accounted for 33.71% of 
sudden deaths due to disorders of respiration in 
Weyrich’s tabulations and for 16.4% in Koop- 
mann’s. Where details of the extent and variety 
of pulmonary tuberculosis are given, as by Wey- 
rich, both lungs as a rule were diseased, especially 
the apices and upper lobes. The lesions were 
ulcerative or cavernous. A few sudden deaths 
resulted from an acute tuberculous pleuritis 
with abundant sero-fibrinous, hemorrhagic exu- 
date and compression of the lung. A closely 
related cause of sudden death in pulmonary tu- 
berculosis, according to Weyrich, is the weaken- 
ing of the secondarily diseased heart. Hemor- 
rhage into a tuberculous cavity was second in 
A few sudden deaths resulted from 


importance. 
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tuberculous pneumothorax and some from ap 
acutely disseminated miliary tuberculosis, 
Chronic bronchitis and emphysema of the lungs 
are causes of sudden death, especially in the 
aged and in those with complicating disorder 
of the heart and blood vessels. Sudden death 
has occurred from pneumothorax due to a rup- 
tured lung with bullous emphysema. 

Pulmonary embolism, the impaction in the 
lungs of clots floating from large veins, is a well- 
known and dramatic cause of sudden death. in 
Koopmann’s statistics, pulmonary embolism con- 
stituted 1.2% of the total sudden deaths, in 
Schneider’s 5.7% and in Weyrich’s 7.54%. 
Thrombi in veins of the lower extremity and of 
the pelvis are the common but not sole sources 
of pulmonary emboli. According to conclusions 
by Villaret, Justin-Besancon, Pardin and Dela- 
rue** pulmonary embolism acts directly upon 
the respiratory and circulatory functions of the 
lungs, or the acute blockage initiates a series of 
general phenomena in the arterioles. 

Sudden death from asphyxia has occurred 
with acute edema of the glottis and larynx; with 
stenosis of the trachea from an enlarged or 
fibrous thyroid gland; with aspiration of a for- 
eign body, vomitus, or blood; with luetic stric- 
tures of the larynx, trachea, or bronchi; with 
acute infections such as diphtheria and anthrax; 
with chronic tuberculous or rhinoscleroma lesions 
of the larynx; with compression of the trachea 
or lungs by mediastinal tumors; with hemor- 
rhage from a bronchiogenic carcinoma ; and with 
the bronchiospasm of an acute attack of asthma. 

Sudden death from diseases of the brain and 
meninges occurred in 6 to 8.8% of several statis- 
tical reports on sudden death. Merkel had 
21.3% cerebral lesions in 249 sudden deaths at 
Munich. Spontaneous hemorrhages of the cere- 
brum, cerebellum and pons, and of the brail 
stem in the order mentioned rank foremost 
among these disorders. According to quotations 
from Brouardel and from Osler by Bedford, cere- 
bral hemorrhages rarely cause sudden deat). 
However, with 29 of the 42 cerebral hemorrhages 
in the tabulations by Pieczarkowski and Olbrycht, 
death occurred instantaneously. Then in impor: 
tance are intermeningeal hemorrhages from rup- 
ture of an aneurysm of an artery at the base of 
the brain. Forbus*® concluded from a study 0! 
miliary aneurysms of the superficial cerebral a 
teries that an embryonic muscular defect of the 
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arterial wall is responsible for many of the an- 
eurysms. Senile sclerosis and syphilitic sclerosis 
of the arteries at the base of the brain are also 
hemorrhage or thrombosis. 
Among other lesions of the brain and meninges 


responsible for 


mentioned as causes of sudden death are various 
primary or metastatic tumors, purulent menin- 
gitis, epidemic cerebrospinal meningitis, en- 
wephalitis, syphilitic meningitis, subdural hemor- 
rhage, epilepsy, premature closure of cranial su- 
tures, cysts of the brain, embolism of the arteries 
to the brain, cysticercus, hypophyseal tumor, ab- 
wess Of the brain, malformations, and defects. 

According to Brack,” certain disorders of the 
kidneys cause sudden death. They occur in 
kidneys previously healthy, or more often, in 
kidneys already diseased. The disease progresses 
rapidly, the patient knows little or nothing of a 
fulminant kidney disorder and dies unexpectedly. 
Weyrich reported chronic diseases of the kidney 
and uremia as the most frequent cause of sudden 
death among the disorders of the urinary sys- 
tm. Purulent and tuberculous ascending or 
descending infections, urinary obstruction by 
concretions or abnormal tissues and the compli- 
cations of tumor growths in the urinary tract are 
occasionally associated with sudden death. 

Diseases of the genital system, almost exclu- 
sively of the female, cause unexpected death. The 
complications of pregnancy such as eclampsia, 
ruptured extrauterine pregnancy, spontaneous 
rupture of the uterus, hemorrhage, septic infec- 
tions and embolism are mentioned. Among the 
diseases not associated necessarily with preg- 
nancy are carcinoma of the uterus or ovary, hem- 
orrhage from an ovarian or uterine tumor, and 
ruptured ovarian cyst. 

Sudden death from diseases of the gastroin- 
testinal traet occurred to the extent of 6% in 
Weyrich’s material. In the order of frequency 
were stenosis and occlusion of the bowel (herni- 
ations), epithelial tumors of the digestive appa- 
ratus, ulcers of the stomach and bowel, catarrhal 
inflammation of the stomach, tuberculosis of the 
bowel, phlegmonous appendicitis, thrombosis and 
embolism of the mesenteric blood vessels, and 
ruptured varices of the esophagus. 

Pieczarkowski and Olbrycht mentioned in se- 
quence, intestinal obstruction, ulcers of the 
stomach or bowel, inflammation of the stomach 
and bowel, tumors of the digestive tract and tu- 
berculous peritonitis. The bacillary and amebic 
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dysenteries, the acute enteritides, typhoid fever 
and anthrax are mentioned among the specific 
infections associated with sudden death. 

Acute hemorrhagic pancreatitis, scar tissue re- 
placement or the retrogressive changes with dia- 
betes, and the sequelae of pancreatic duct ob:- 
struction are pancreas disorders causing sudden 
death. Among the diseases of liver mentioned 
as the cause of sudden death are biliary concre- 
tions, ruptured cyst, hydatid cysts, cirrhosis of 
the liver, perforated phlegmonous cholecystitis 
and perforated carcinoma of the gall bladder. 

Spontaneous hemorrhage into the suprarenal 
glands occurs more frequently in children than 
in adults. Death follows within a short time*! 
and rarely are the clinical symptoms interpreted 
correctly. Bilateral tuberculosis and sarcoma 
metastases were mentioned by Weyrich as other 
lesions of the suprarenal glands associated with 
sudden death. Sudden death from hemorrhage 
into the parathyroid glands is recorded by Ha- 
berda. Sudden deaths occur from extensive 
spontaneous internal or external hemorrhage, 
but other disorders of the blood seem to have 
no great importance. 

Death in certain psychoses, according to Da- 
vidson** results from the liberation of toxic sub- 
stances in the body, tentatively considered of the 
histamine group. They produce a marked dila- 
tation of the visceral capillaries and retard the 
regeneration of the blood. The results are ar- 
terial oligemia and cardio-vascular collapse. 
Commenting on natural death as the result of 
great excitement in acute psychoses without 
actual anatomically demonstrable cause, Stefan** 
stated that extra-systoles, tachycardia and filbril- 
lation of the heart can be aroused by the central 
nervous system through the cardiac nerves. 
Sudden cardiac death, he stated, may occur from 
fear and fright because of fibrillation, in a heart 
without disease. 

Lamson** concluded in a review of sudden 
deaths following injection of substances, such as 
serums, toxins and foreign proteins, that the 
intravenous or intradermal injection of a rela- 
tively small amount of foreign protein may 
result in death and that the subcutaneous in- 
jection of somewhat larger amounts also has 
caused death. About 34% of such patients, he 
stated, have a definite history of asthma or hay 
fever. According to Gruber,*® sudden death has 
occurred with typhoid immunization. Benda, 





he stated, had observed no specific changes in 
two bodies. Such accidents, not within the scope 
of this review, emphasize how some trivial thera- 
peutic procedures occasionally cause sudden 
death. Careful and thorough postmortem exam- 
inations should be made to exclude any other 
unrecognized factor in these precipitous deaths. 

Much has been written about status lymphat- 
icus as a cause or contributing factor in sudden 
death. The lengthy report published by Young 
und Turnbull,*® representing the committee or- 
ganized by the British Medical Research Coun- 
cil and the Pathological Society of Great Britain 
und Ireland to investigate “status lymphaticus,” 
stated, with other conclusions, that the presence 
of an abnormally large thymus, in itself, does 
not indicate status thymico-lymphaticus, when 
no obvious cause for death is found. The com- 
mittee affirmed the views of Hammar, and Green- 
wood and Woods that the facts obtained afford 
“status thymico-lymphaticus” 
Neureiter*’ believed a 


no evidence of a 
us a pathological entity. 
constitutional factor plays a role in sudden death 
following electrical injury. This 
course, is difficult to determine anatomically, as 
ure the so-called hypersensitive conditions and 
sudden death while bathing in cold water. Sud- 
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den deaths such as these with few or no specific 

changes in the viscera are problems for investiga- 

tion. They, the so-called hereditary sudden 

deaths, and those of senility are difficult to ana- 

lyze, and individual interpretations range widely. 
St. Luke’s Hospital. 
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SIGNIFICANCE OF SEROLOGIC TYPES 
AMONG MENINGOCOCCI 

According to Sara E. Branham, Washington, D. C. 
(Journal A, M. A., Feb. 27, 1937), classifications of 
meningococci, worked out in the years 1909-1918, rep- 
resented true serologic relationships which can_ be 
plainly recognized today. Certain changes in these rela- 
tionships have taken place; types I and III have become 
so closely interrelated that separation into two types no 
longer seems to be of definite value in practical every- 
day work, This I-III or A group has become markedly 
predominant in nearly all parts of the world. On the 
other hand, types II and IV have in the United States at 
least become entirely distinct from each other so that 
they do represent two separate groups. There seem to 
be three types of meningococci: I-III, I] and IV. The 
designation B cannot be well applied to a combination 
of two such distinct groups as II and IV. Studies seem 
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» indicate a greater number of type II strains in car- 
vers. Lhis large number of carriers of strain II in 
proportion to the very small number of type II cases 
prings up this question: Is II less pathogenic than 
III This idea finds some support in the following 
fact: Although 70 per cent of all strains isolated from 
blood were type II, nearly all the cases of meningococcic 
endocarditis in which the type has been determined have 
been due to the I-III group. There is some evidence 
that type IL is especially apt to be responsible for sep- 
ticemic and generalized forms of meningococcic infec- 
tion, which may be relatively mild or chronic. Both the 
endotoxins of Gordon and the soluble toxins reported by 
Ferry are produced to a greater extent by the I-III 
group. Thus one finds at present a predominance of 
that group of meningococci which seems to be both 
more invasive and more toxic. 





DIFFUSE ADENOMATOSIS OF COLON 

With the addition of two cases completed within the 
last year, their series now totals thirteen cases, in seven 
of which, as previously reported, Fred W. Rankin and 
\llen K. Grimes, Lexington, Ky. (Journal A. M A., 
Feb, 27, 1937), removed the entire colon and rectum by 
multiple procedures. In six cases the colon was removed 
to the rectosigmoid juncture. These operations were 
undertaken for both adenomatosis and complications 
arising from diffuse chronic ulcerative colitis. In the 
earlier cases the more radical total colectomy was done 
for both lesions. Now it is reserved for chronic ulcera- 
tive colitis. The remarkable disappearance of diffuse 
rectal polyps following vigorous fulguration encourages 
the authors to save the rectal stump and anastomose it 
with the ileum. However, they condemn any method 
whereby segments of the colon beyond the rectosigmoid 
are preserved. They are a definite menace as a site of 
recurrent polyps and are beyond the range of procto- 
scopic investigotion. In this series there was one opera- 
tive death following the second stage colectomy. An- 
other patient died eighteen months following the com- 
pleted operation from recurrence of carcinoma, which 
had developed on polyps and which was demonstrated at 
exploration. 

APPENDICITIS strikes rapidly and a critical con- 
(ition may result in a few hours. Many deaths are 
caused annaully by the use of cathartics for a “stomach 
ache” which is really the pain of appendicitis. Most 
appendicitis deaths are avoidable, if prompt medical 
attention is obtained. A total of 18,000 persons die 
annually from the disease in the United States. 





Society Proceedings 


HENRY COUNTY 

The annual meeting of the Henry County Medical 
Society was held in the Elks Club Rooms in Kewanee, 
Illinois, Thursday, May 6. ; 

The following officers were elected by acclamation: 

President, Dr. Worley R. Young, Geneseo; vice- 
president, Dr. Chas, A. Coffin, Kewanee; secretary and 
reasurer, Dr, P. J. McDermott, Kewanee. 
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Following the business session two scientific and in- 
structive talks were given by the following: 
J. P. Greenhill, M. D., Chicago: Recent Advances 
in Obstetrics.” 
I Harrison Tumpeer, M. D., Chicago: “Allergy in 
Children.” 
P. J. McDermott, Secretary. 


Marriages 


WaA.Ltrer RaymMonp Wascuick, Rossville, L1., 
to Miss Mellie Gant at Sheldon, January 30. 





Personals 


Dr. Richard Davison addressed the Florida 
Tuberculosis and Health Association in Miami, 
Florida, May 3 and 4, on “The Surgery of Pul- 
monary ‘Tuberculosis.” 

Drs. |. H. 'Tumpeer and J. P. 
dressed the Annual 
County Medical Society at Kewanee, May 6, on 
“Allergy in Children” and “Recent Advances in 
Obstetrics.” 

Drs. D. A. Horner and Achibald L. Hoyne 
presented papers on obstetrics and pediatrics be- 
fore the Fulton and McDonough County Med- 
ical Societies on May 12. 

Drs. R. M. Grier and L. W. Sauer presented 
papers on “Puerpera Sepsis” and “Diseases of 
the Newborn” at the May 5th meeting of the 
Fulton and McDonough County Medical So- 
cieties. 

Drs. Charles B. Reed and George Mohr pre- 
sented papers on “Breech Delivery-Version and 
Extraction,” and “Medical Complications of 
Pregnancy” and “Child Guidance” before the 
physicians of Menard and Mason Counties at 
Mason City on May 4. 

The newly elected Officers of 
Ophthalmological Society President, 
Thomas D. Allen; Vice-President, Georgiana 
Theobald; Councilor, Leo Mayer; Secretary- 
Treasurer, Karle Fowler; Corresponding Secre- 
tary, Robert Von der Heydt. 

Dr. Fred H. Albee, New York, discussed 
“Surgical Restoration of Lever at the 'Top of the 
Femur” before the McLean County Medical So- 
ciety, April 15, in Bloomington. 

Dr. Max Thorek has been made a correspond- 
ing member of the National Academy of Medi- 
cine of Colombia, South America. 


Greenhill ad- 


Meeting of the Henry 


the Chicago 


are ; 
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Dr. Clarence F. G. Brown, Chicago, addressed 
the Lake County Medical Society, April 12, on 
medical management of intractable ulcer and 
medical management of low grade gallbladder 
disease. 

Dr. Disraeli W. Kobak has received from Bel- 
gium the diploma and insignia of a commander 
of the Royal Order of St. George in recognition 
of his work in physical medicine. 

Dr. Walter C. Alvarez, Rochester, Minn., ad- 
dressed the Vermillion County Medical Society 
in Danville, April 6, on “Diagnosis and Man- 
agement of Some of the Commoner Gastro-In- 
testinal Tract Disorders.” 

Dr. Robert R. Smith has resigned as superin- 
tendent of the Kankakee State Hospital, Kanka- 
kee, to return to private practice, it is reported. 
Dr. George W. Morrow is acting head of the 
institution. 

The North Side Branch of the Chicago Med- 
ical Society held its annual May party at the 
Lake Shore Athletic Club, May 6. Dr. Frank 


P. Thompson showed motion pictures of “An 
African Hunting Trip.” 

At a meeting of the Mercer County Medical 
Society, Aledo, April 13, Drs. Frederick H. 


Lamb, Davenport, lowa, presented a paper on 
“Comparison of Defects in Various Types of 
Anemia,” and Harold M. Camp, Monmonuth, 
“The Eradication of Syphilis.” 

There is a residency open in physical therapy 
at Michael Reese Hospital, effective July 1. Ap- 
plicants must be graduates of class A schools and 
must have completed their internship. Addi- 
tional information may be obtained from Dr. 
Charles O. Molander at the hospital. 

Dr. Joseph B. De Lee wishes to obtain two or 
three cases of eclampsia for a motion picture. 
The patients may be sent to the Chicago Lying- 
In Hospital, where the physician may continue 
his own treatment. No charge for hospital care 
or ambudance will be made. 

Constituent societies of the eighth district 
were addressed, April 7, by Drs. Winston H. 
Tucker and Paul H. Harmon, both of the state 
department of public health, and Harold M. 
Camp, Monmouth, secretary, Illinois State Med- 
ical Society, on the social security act. 

Dr, Albert Bessemans, formerly rector, Uni- 
versity of Ghent, Belgium, lectured April 23 
under the auspices of Northwestern University 


Medical School and the Institute of Medicine of 
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Chicago, on “Experimental Data on Anti- 
syphilitic Hyperpyrexia Produced by Physical 
Agents.” 

Dr. Krich Hoffmann, professor of dermatology 
and syphilology, University of Bonn, Bonn, Ger- 
many, co-discoverer of Spirochaeta pallida, will 
lecture on syphilis at the University of Illinois 
College of Medicine, May 11, from 4 to 5 p. m,, 
in room 423. Members of the Chicago Medical 
Society are invited. 

The St. Clair County Medical Society was 
addressed in Belleville, April 7, by Drs. Duff §, 
Allen and Cyril M. MacBride, both of St. Louis, 
on surgical treatment of toxic goiter and border- 
line goiter conditions respectively. Dr. Willard 
C. Serivner addressed the East St. Louis meet- 
ing, April 1, on cancer of the uterus. 

Dr. Abraham A. Low, Chicago, discussed 
“Insulin Shock Therapy in the Treatment of 
Dementia Praecox” before the Kankakee County 
Medical Society, Kankakee, April 9; Dr. Robert 
Rt. Smith, then managing officer of the Kankakee 
State Hospital, was host to the society at a dinner 
preceding the lecture. The society was addressed 
at a special meeting, April 2, by Dr. Edwin §. 
Hamilton, Kankakee, on “The Future of the 
Practice of Medicine.” 

Dr. Max Thorek addressed the Logan County 
Medical Society at Lincoln, Ill, May 13, on 
“Three Hundred Cases of Electrosurgical Oblit- 
eration of the Gallbladder.” 

Dr. KE. J. Steiglitz, Chicago, discussed “The 
Causes and Treatment of Hypertensive Arterial 
Disease” before the Kankakee County Medical 
Society, May 13. 

Dr. Perry B. Goodwin, 
Radiologist at St. Francis Hospital of that city, 
has returned from post-graduate work and rest, 
and has accepted the position as locum tenens 
at the Carle Hospital clinic, Urbana, III., reliev- 
ing Dr. Gianturco, who is spending two months 
in Italy. 


Peoria, formerly 





News Notes 


—This issue of the Journal carries the por- 
trait cut of Dr. Rollo K. Packard, President ol 
Illinois State Medical Society, 1937-1938, as a 
supplement. 

—The Institute of Traumatic Surgery held 


an all day session at St. Luke’s Hospital, April 
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93: the guest speaker was Dr. Willis C. Camp- 
ell, Memphis, Tenn., and his subject, “Un- 
united Fractures of the Neck of the Femur.” 

—A survey of air pollution in Chicago is 
under way, with I. A. Deutch, combustion en- 
gineer for the city’s smoke abatement depart- 
ment, and Alamjit D. Singh, M.S., of the Uni- 
versity of Illinois, Urbana, in charge. The tests 
will show the amount of sulfur dioxide and car- 
bon and other dust particles in the air, it was 
reported. 

—At a meeting of the Chicago Society of 
Internal Medicine, April 26, the speakers in- 
duded Drs. Lester R. Dragstedt, John Van Pro- 
haska, Paul B. Donovan, Ph.D., and Dr. William 
\. Geer on “Lipocaic, a New Pancreatic Hor- 
mone,” and Richard L. Webb, Ph.D., “Mesenteric 
lymphatics: Analysis of the Mechanism of Drug 
Action as Revealed by Motion Pictures.” 

—Dr. George E. Wakerlin, professor of phar- 
macology and physiology, University of Louis- 
ville School of Medicine, Louisville, Ky., has 
been appointed professor and head of the depart- 
ment of physiology at the University of Illinois 
College of Medicine, effective September 1. Dr. 
Wakerlin will succeed Dr. Maurice B. Visscher, 
who resigned to accept a position at the Uni- 
versity of Minnesota School of Medicine as pro- 
fessor and head of the department of physiologic 
chemistry in September, 1936. Dr. Wakerlin, 
who is 35 years of age, graduated from Rush 
Medical College in 1929. 

Two talks by Drs. Charles E. Galloway, 
Kvanston, and John A. Bigler, Highland Park, 
May 26, concluded the series of lectures on ob- 
stetrics and pediatrics which have been given 
throughout the state recently. Their subjects 
“Treatment of Abortions” and 
When the present series ends, 


are, respectively, 
“Tuberculosis.” 

thirty lectures will have been given in groups of 
IX each in Dewitt, Logan, Sangamon, McLean, 
Menard, Mason, Fulton and McDonough coun- 
ties. It is hoped to resume the series in the fall. 
Dr. Harold H. Hill, formerly associate in the 
department of obstetrics and gynecology, Uni- 
versity of Illinois College of Medicine, as field 
consultant, is in charge of arrangements for these 
lectures, which are a part of a national program 


to improve conditions of mothers and children 


In rural areas. 
IRE. Chicago Medical Society held its second 


unual hobby show in the lounge of the Medical 
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and Dental Arts Building, April 7-8. About 
fifty physicians had entries in the exhibit, which, 
during the two days, had an attendance of about 
1,500 persons. Wednesday evening, Dr. Louis 
J. Tint gave an illustrated lecture on “Tropical 
and American Gardens” and “Some Views of the 
Cascade Range,” all photographed in natural 
colors, and Dr. Frank P. Thompson displayed 
motion pictures of his recent hunting trip to 
Africa. Dr. Carl O. Schneider lectured Thurs- 
day evening on Bryce Canyon National Park and 
garden and flower scenes, which were illustrated 
by direct color photography, and Dr. Julius H. 
Hess presented a natural color motion picture 
of Chicabo. Among the exhibits were stamp 
collections, paintings, camera studies and wood 
work, a collection of mounted specimens of leaves 
of common weeds that transmit hay fever, and 
plaster studies in obstetric anatomy. 

—To accommodate a fifty per cent increase in 
business this year which has been enjoyed to 
date by the Root-Mandabach Advertising Agency, 
20 North Wacker Drive, Chicago, increased space 
has been rented for a long term period in the 
Michigan Erie Building, 646 North Michigan 
Ave. Occupancy May 1, 1937. 

Managing Director Paul J. Mandabach said: 
“While we are going to the Upper Avenue the 
welcome mat (for the representatives and pub- 
lishers) is going right along with us to 646 
North Michigan Avenue.” 

—wWe call attention to the direct-mail cam- 
paign of The Wander Company. This consists 
of a series of mailings of four-page pamphlets 
describing the results of research on Ovaltine. 
The first of this series deals with the effect of 
Ovaltine on the digestion of starches and the in- 
fluence which this property exerts on gastric 
emptying time. The tone of the bulletin is 
dignified and conservative both in typography 
and copy. This type of promotion should be 
well received by the profession. 

—The annual Alumni-Faculty-Student dinner 
of the University of Illinois College of Medicine 
will be held at the Medinah Club of Chicago on 
Thursday, June 10, at 6:30 P. M. Alumnus 
dinner $2.75. Guest dinner $2.00. Mail reser- 
vations to Dr. M. H. Streicher, Secretary, 1858 
W. Polk Street, Chicago, Il. 

Alpha Epsilon Delta Honorary Premedical 


Fraternity announces the installation of the IIli- 


nois Alpha Chapter at Illinois Wesleyan Uni- 
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versity, Bloomington, on Friday, May 21. Dr. 


(mmett B. Carmichael, Professor of Physiologi- 
cal Chemistry at the School of Medicine, Uni- 
versity of Alabama, and Grand President of the 
fraternity, conducted the installation ceremonies. 


This marked the installation of the eighteenth 


chapter since the establishment of the fraternity 


at the University of Alabama in 1926. 
~Dr, Haven Emerson will talk on “The Dis- 
trict Health 


ment of the Civil Government of Large Cities” 
Health Division of 


Center—An Indispensable Instru- 
annual meeting of the 
the Council of Social Agencies, Tuesday, June 
15, 1937, at 6:30 P. M., at the Chicago Woman’s 
Club, 72 Mast Eleventh Street. 

Dr, Wmerson jis Professor of 


Practice at the 


at the 


Public Health 
Physicians and Sur- 
veons of Columbia University, member of the 
Board of Health of New York City, 
tor of the Hospital Survey of New York. 
Members of the Mlinois State Medical Society 
are invited to atfend. For reservations write 
of Social Agencies, 203 North Wabash 


all State $394. 


College of 


and Direc- 


Council 
Ayenne, or (Price of dinner 
$1.10.) 


Deaths 


Rush Medical 


Wlinois State 


BAss, College, 
member of the Medical 
died, March 20, of coronary throm- 


yclerosis 


Lurver G. Chicago; 


A hic anv) 1saso- 
aged SS 5 


A arteric 


Sactety ; 
xt H. Bravroro, Rock (sland, ({f.; 
Medical College, 
Vedical Society ; 
cardiorenal disease. 
Lewis [. Crark, Mansfield, Ill. (licensed in Illinots 
aged 90; died, March 5, Hos- 
Urbana, of an embolism, resulting from a hip 
a fall. 
Elgin, UL: 


77. died, 


Chicago Homeo- 
Wlinois 


me dies r of the 


dted, 


1886 . 


aged 75: 


= < 


Male 


in the Mercy 


in 1880): 
pital, 
fracture received in 

itvin P. Dewey, 
Chicago, 1884: 


On arditis 


Rush Medical College, 


March 30, 


aged of chronic 
and hypertension, 
NNELL, Peoria, IIl.; 
1898; aged 68; died, February 18, of 
carcinoma of the bladder. 
HENRY WALTER KROHN, 
College, Chicago, 
Our Savior’s Hospital, 


Tosern J. L. 1 Louisville (Ky.) 


Vedical College 
Kane, I)).; Rush Medical 
died, February 23, at 
of pneumonia, 


aged 69: 
Jacksonville, 
Laswetr, Alma, IIL; 
Surgeons, Indianapolis, 
State Medical Society; 
26, of cerebral hemorrhage. 
LEHMAN, Dixon, Tll.: 
1899; member of the 


1891; 


Central College of 
1898; member 
aged 62: died, 


SAMUEL L. 
Physicians and 
i the Hlinois 
February 
Rush Medical Col- 
Illinois State Med 


SamMue. W. 
lege, Chicago, 


March 3, of 
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ical Society ; formerly on the staff of the Dixon P. slic 
Hospital; aged 70, died, March 9, of chronic myocarditis 

Ernest CHARLES RIEBEL, Chicago; Northweste 
University Medical School, 1900; a Fellow, A. M. As 
formerly instructor in surgery at his alma mater; on 
the senior surgical staff of the Englewood Hospital 
aged 71; died, March 28, in the Albert Merritt Billings” 
Hospital, of morphine poisoning, 

AURELIUS THOMAS SIEMIANOWSKI, Chicago; Chi 
Medica) Schoo), 1927; a Fellow, A. M. A.; aged 34; gq, 
the staff of the Auburn Park Hospital, where he diel 
February 25, of bronchopneumonia, 

AurFrep Stocker, Rock Island, Ill.; Barnes Medial 
College, St. Louis, 1900; College of Physicians apg 
Surgeons of Chicago, School of Medicine of the Unie 
versity of Illinois, 1904; served during the World Wary 
aged 67; died, March 20, in St. Anthony’s Hospital of’ 
coronary thrombosis. 

Prerer THOMPSON, 
Chicago, 


Osmonp Chicago; College of 
Medicine and Surgery, 1909; aged 63; died, 
February 28, in the [{finois Masonic Hospital, of gastric 


ulcer and hemorrhage. 


Saran V. Titron, Rossville, Iff.; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1882; aged” 
83; died, Kebruary (4, tn a hospital at Danville, off 
arteriosclerotic heart disease. 

Acre Tremecay, Moline, {I.; Detrott College of} 
Medicine, 1906; a Fellow, A. M. A.; on the staff of the: 
Moline Public Hospital; aged 60; died, March 1, o 
coronary thrombosis. 

HENRY STEVENS TUCKER, Chicago; Bennett Medical 
College, Chicago, 1879; a Fellow, A. M. A.; demon 
strator of anatomy at his alma mater, 1879-1883; pro 
of surgery, attending and consulting physician } 

3ennett College Hospital, 1889-1900; dean and | 
professor of surgical gynecology at the Chicago Cae) 
lege of Medicine and Surgery, 1902-1914; for six years: 
attending surgeon to the Cook County Hospital; aged™ 
83; died, April 21, of edema of the lungs, chronic myo0J 
carditis and essential hypertension. 

FREDERICK JoHN Watson, Chicago; Rush Medical] 
College, Chicago, 1893; member of the Illinois State® 
Medical Society; aged 67; died, February 2, in the? 
Presbyterian Hospital, following an operation for cafe) 
cinoma of the colon. : 

ERNst ZIMMERMAN, Quincy, Ill.; Washington Unie 
versity School of Medicine, St. Louis, 1897; Fellow of 7 
the American College of Surgeons; aged 60; on the 
staff of the Blessing Hospital, where he died, February] 
10, of cardiovascular renal disease, 


fessor 
to the 





CORRECTION 


Cunningham whose death at Himes 
was recorded in May Journal 
was not the Dr. James E. Cunningham who was gradi 
ated from Northwestern University Medical School in 


The James EF. 


Tr. hospital, January 27, 


1896 as stated. The decedent was a student in two 
other schools in 1913-1916, but no records of graduation 
or licensure are available. 





June, 1937 


xon Publig 
1yocarditis: 
orthwestery 
A. M. As 
mater; on 

Hospital; 
itt Billings 


0; Chicage 
ged 34; on 
re he died, 


es Medical] 
icians and 
f the Une 
Jorld War; 


Jospital of | 


College of 
1 63; died, 
|, of gastric 


ett College 
1882; aged 


Janville, of 


College of 
staff of the 


larch 1, of 


ett Medical 
A.; demon- 
1383; DIO 
e physician 
; dean and 
1icago Cal- 
or six years 
pital; aged 


1ronic myo 


ish Medical 


linois State 
2, in the 


ion for Cafe % 


ington Uni 
~ Fellow af 
60; on the 


d. February 


h at Hines 
fay Journal 
was gradi 


lent in twoy 
f eraduation ® 





